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ON VARIETIES OF COUGH. 

A Clinical Lecture delivered at the London School of 
Clinical Medicine. 

By SIR DYCE DUCKWORTH, Bart., M.D., 
LL.D., F.R.C.P., 

Consulting Physician to St. Bartholomew’s Hospital ; 
Senior Physician to the Seamen s Hospital, 
Greenwich. 


Amongst many of the symptoms of disease, that of 
cough is one which demands careful attention and 
study. To the ear of a trained clinical observer, 
the peculiarity of a particular kind of cough may 
at once afford an indication as to the nature of the 
disease from which the patient is suffering. 

Cough, of whatever variety, is a symptom of a 
provoking source of irritation somewhere, and this 
may occur, sometimes primarily, outside the 
respiratory mucous surfaces. Perhaps the most 
frequent instances in support of this statement are 
irritations arising in the fauces and pharynx which 
depend on over-indulgence in alcohol, tobacco¬ 
smoking, especially immoderate cigarette smoking, 
and on gouty conditions of the pharynx in elderly 
people. 

The act of coughing, which has for its purpose 
the expulsion of undue secretion provoked by 
irritation of any kind in the larynx or tracheal and 
bronchial membranes, is carried on by a pre¬ 
liminary inspiration, closure of the glottis, and a 
more or less vigorous expiratory or expellent effort. 
This is the mechanism of a cough, and this process 
may have to be repeated, perhaps many times, 
before relief and expectoration result. 

With regard to throat cough , we notice that this 
is rather a process of various hawking, “hem and 
haw” clearance, noisy and offensive. You find it 
carried on in a very disgusting manner by the 
lower orders all over the continent of Europe, and 
in the East, by men early in the morning as a sort 
of preliminary toilet for the day. Our countrymen, 
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happily, have not acquired this habit. After the 
age of sixty, elderly men, especially if goutily dis¬ 
posed, are apt to have very free secretion from the 
post-nasal and pharyngeal surfaces, and also a 
tracheal flux, which demand a good deal of clear¬ 
ance on awaking. Fits of sneezing are also common 
in such persons, and are followed by a free flow of 
thin mucus. This usually passes off without any 
further disturbance of an infective or catarrhal 
character. A pocket-handkerchief may thus be 
saturated before dressing is completed, and another 
one not be required all day. 

There is a variety of cough which .experienced 
mothers notice in their children and call a “ stomach 
cough” What happens in such cases is an asso¬ 
ciation of gastric catarrh, often due to over eating 
or to improper food, with some measure of bronchial 
catarrh. The vagus nerve is plainly involved in 
the matter, and a regulated dietary with some grey 
powder dosage soon cause the cough to disappear. | 

Passing on now to more grave conditions, we j 
have to recognise the cough met with in massive 
pneumonia . This is commonly described as a 
“ short ” and, at first, as an ineffectual cough. It 
occurs before any obvious or classical signs are 
detected in the lungs. You probably know that 
some days may elapse in the course of a case 
before we meet with these in a pronounced degree. 
There is the pyrexia, and the malaise and the 
headache, and perhaps some herpes, in the early 
stage to justify suspicion of a pneumococcic 
infection. The “ rusty ” sputa may not appear j 
very early. The cough is sometimes rather 
restrained owing to pleuritic pain, and the sputa 
are seldom copious even when very bloody. 

In cases of acute, bronchitis the cough is attended 
by substernal cutting pain, and there is little secre¬ 
tion. This is described as “dry” cough. Later 
there is more abundant flux from the tubes and 
the cough is less painful. The symptoms vary 
according to the age and habit of body of the 
patient. 

In chronic bronchitis in elderly people the fits of 
cough may be severe and prolonged, often ineffec¬ 
tual to clear the tubes, especially when emphysema 
of the lungs is present. Intercurrent acute attacks, 
common on slight provocation in these cases, may 
be attended with copious mucous or muco-purulent 
expectoration. 

Capillary bronchitis in young subjects may closely 


simulate acute miliary tuberculosis, with incessant 
tearing cough in both conditions. 

Dust inhalation as a cause or aggravation of 
bronchitis is apt to excite violent coughing, the 
dust of rosewood being specially irritating. 

In dry pleurisy the cough is painful, dry, and 
restrained as far as possible. 

The cough dependent on tubercular invasion 
of the lung varies according to the several stages of 
the disorder. Small deposits excite frequent and 
short cough with little expectoration, and so long as 
haemoptysis is absent little attention may be paid 
to such symptoms. Careful inquiry as to family 
history and proclivity may often justify serious 
attention to the condition present, and avert in¬ 
sidious progress in such cases. 

The cough is often hard and painful in later 
stages, prolonged and painful whei\ cavitation is 
present until expectoration occurs. 

When the arytaenoid and laryngeal textures are 
involved the cough is paroxysmal, hoarse, and 
husky, and very distressing to the patient. The 
voice is permanently hoarse. 

In simple catarrhal laryngitis there is husky 
hacking cough with little or no expectoration, and 
a hoarse voice. 

Plastic or fibrinous bronchitis is attended with 
straining cough in paroxysms, and may long re¬ 
main unrecognised until the sputa are carefully 
examined after being suspended in water, when the 
arborescent casts of the smaller bronchi may be 
detected. 

Fits of coughing are sometimes followed by 
vomiting. This is noted in cases of chronic tuber¬ 
culosis associated with fibrosis of the lung, bron¬ 
chiectasis, and cavitation. The straining and violent 
cough is often ineffectual in emptying the cavities, 
and vomiting occurs. Food taken by such patients 
may also excite vomiting. The irritation here is 
clearly due to the reflex action of the vagus nerve, 
and this condition is best met by doses of dilute 
| hydrocyanic acid, or by the naphtha medicinalis 
I (spiritus pyroxylicus rect., Ph.B. 1864) in half- 
[ drachm doses, and strychnine, all of which are 
worthy of employment. 

Tussis senilis is an appanage, as its name suggests, 
of old people, and signifies chronic bronchial 
catarrh. I have already alluded to the senile 
tendency to fluxion from all respiratory membranes 
in the aged. It appears to be inevitable, in greater 
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or less degree, in all climates, and is, perhaps, most 
frequent in persons of a gouty habit of body. 

Thoracic aneurysms are a source of cough with 
some peculiar characters. We may regard them 
together with other thoracic tumours. Once recog¬ 
nised the sound is readily appreciated whenever met 
with. It is described as “ brassy” or metallic cough, 
something approaching the lowing of a cow.* The 
source of it may long *be undiscovered in the 
absence of pain or ordinary catarrhal symptoms. | 
Pressure signs should be sought, venous fulness, 
dyspnoea, and other conditions of the heart and 
arteries. Commonest in the male sex by far, gene¬ 
rally with a history of lues ve?ierea in the background. 

Pressure on the trachea, implication of the left 
recurrent laryngeal nerve, with paralysis of the 
left vocal cord, account for the quality of the cough, 
and there may be in course of time occasional 
streaky haemoptysis as a further symptom. We 
may suspect bronchial stenosis as a result of syphi¬ 
litic growth in cases of this infection when we meet 
with spasmodic cough. 

Jn fra thoracic tumours , glandular, lymphadenoma - 
tons, malignant, mediastinal, hydatid, or other , may 
all provoke tearing cough, and the quality of it will 
depend mainly on the several respiratory structures ! 
involved. I 

The cough in cases of asthma occurs towards 
the end of the paroxysm, and is attended with 
expectoration of viscid mucus, sometimes in pellets 
or “ perles,” arid relief follows this. The latter 
consists of casts of the smallest bronchi. 

Whooping cough is readily recognised when fully 
established, but is often overlooked as a malady in 
early stages. It is often violent and distressing, j 
and may occasion haemorrhages in various parts of 
the body, e. g. conjunctive, adrenal bodies, etc. 

Croupy cough always excites alarm, stridulous, 
husky, shrill, or toneless, etc., and associated 
with rickets in the more simple form (laryngismus 
stridulus). 

In the malignant form of diphtheria we meet 
with noisy, brassy cough, and note the inspiratory 
difficulty which attends it. - 

Laryngeal ailments have naturally a common 
quality of cough. 

Tussis hysterica is worthy of careful study. It is 

• The horrible trumpetings of some motor cars are occa¬ 
sionally made to assume the noise of a brassy aneurysmal 
cough only too vividly. 


commonly noisy, and may have a barking quality 
or may resemble the lowing of a cow. It is simply 
a noise without expectoration, a nervous habit, often 
set up to induce sympathy, and less frequent in 
solitude. Obvious characters of hysteria are present 
in the patient, and there is neither catarrh nor any 
morbid condition of the lungs. It is seldom met 
with in males. 

A peculiarly tearing cough is apt to occur in 
elderly gouty persons, arising from sharp pricking 
pains in the fauces and pharynx. It is specially 
liable to begin on retiring to rest at night, and is 
aggravated by recumbency. There is no expectora¬ 
tion ; the patient has the sensation of a hard bristly 
I brush passing over the pharynx, and violent cough 
j affords little if any relief. Happily, the attack does 
I not last long. 

I Bronchial and laryngeal crises occurring in the 
course of patients suffering from locomotor ataxia 
are attended with cough, inspiratory and expiratory 
stridor, dyspnoea and spasm. These symptoms 
may persist for two or three days. 

Cough due to bad habit, and others occurring in 
mindless persons. Many of these are to be noted 
in nervous subjects in both sexes. They are not 
aware of the symptom in many cases. There is 
the cough of trepidation which occurs in public 
speakers at the outset of their oratory, and we too 
often note the annoying, purposeless cough of in¬ 
attentive and unintelligent persons in churches. 
People who are intent on any purpose seldom 
cough in this manner, and how seldom it is that 
the clergy or lecturers have fits of cough or sneezing 
when engaged in their duties. The cough of a 
mindless person ceases once his or her attention is 
arrested, even when there is some degree of catarrh 
present. 

In another lecture I may complete what I have 
to say about coughs by suggesting appropriate 
methods for restraining and alleviating them. 

April 8th, 1912 . 


Erysipelas treated with Anti-diphtheritic 
I Serum— O. Poldk reports good results from this 
1 method of treatment. The average stay of the 
patients in the hospital was reduced from twenty- 
five to thirteen days. Twenty-four to thirty-six 
! hours after the injection of the serum the tempera¬ 
ture fell to normal, provided there w'ere no com- 
i plications.— Med. Record, vol. lxxxi, No. 10. 
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A CLINICAL LECTURE 

i 

ON | 

“CONGENITAL DISLOCATION” OF 
THE HIP. 

Delivered at St. Bartholomew’s Hospital. j 

By W. McADAM ECCLES, M.S., F.R.C.S., 

Surgeon to the Hospital. | 

Gentlemen, —You will notice in the syllabus 
paper, which is in your hands, that I have put the 
words “congenital dislocation” in inverted commas, 
and I have done so with a set purpose. The con- | 
dition which is before us this afternoon is one 
which is still obscure as to its aetiology. There are I 
those who believe that its origin is not “con- | 
genital,” and there are those who are convinced 
that it is not a “ dislocation.” Hence the necessity | 
for the commas. | 

By “congenital” it is usually understood that I 
the lesion is present at birth, not produced during 
parturition, and certainly not acquired after entrance 
into this world. By “ dislocation ” is meant the 
separation of the bony surfaces which are in 
contact in a normal joint. 

In order that we can understand the peculiarities 
of the lesion under review, it is desirable I should 
refresh your memory on some of the essentials of 
the normal hip-joint as it occurs in a young child. 
You will remember that it is an enarthrodial, a ball- 
and-socket joint; in fact it is the best example of 
this kind of joint that exists in the body. The 
rounded head of the femur fits vety accurately 
into the deep acetabulum of the os innominatum. 
So secure does the cotyloid ligament make this 
coaptation that the joint is a vacuum, and you 
have doubtless heard the sucking in of air which 
occurs when the joint is opened by operation. 
Then, again, you will remember the very marked 
intra-articular ligament, the ligamentum teres, 
which, by the way, is not a true ligament, being the 
remains of an intra-articular muscle arising from 
the ischium, well seen in some of the lizards, and 
it is not round, but flat—still, its name has come 
to stay. Lastly, there is the capsular ligament, 
which is fairly closely applied around the joint 
cavity arising from without the cotyloid ligament, 
and being attached distally to the anterior inter¬ 


trochanteric line and to a line behind well internal 
to the posterior inter-trochanteric line. It has, 
moreover, in the normal joint distinct retinaculae, 
forming the cervical reflections of the capsule. 

Now in the mal-formed joint under considera¬ 
tion all these normal points I have mentioned are 
abnormal. There is no ball-and-socket joint, the 
head of the femur is no longer hemispherical, but 
a flattened ill-shaped protuberance, and the aceta¬ 
bulum is practically wanting, being represented by 
a shallow triangular depression. The round liga¬ 
ment is not usually absent, but it is generally longer 
than normal and filiform in shape. The capsular 
ligament is thin, lax, and the cavity contained 
within it greatly increased beyond the normal, 
and filled with a considerable quantity of synovial 
fluid. 

We have therefore to ask the question, What are 
the causes for this marked condition of things ? 
Seeing that the malformation has been observed 
immediately after birth it must in some, if not 
in all cases, be congenital. The process of 
development of the hip-joint becomes necessarily 
of importance. All joints arise in mesodermic 
, tissue. In this ossific centres occur, the plane of 
a joint being in early stages merely a mass of un- 
1 differentiated mesodermic tissue situated between 
the masses of similar tissue which has become 
I differentiated into cartilage, and in which the 
ossific centres are appearing. The cells which are 
found on the outer surface of this primitive “ joint- 
i unit” gradually become coverted into fibrous 
tissue, and represent the early stages of the liga- 
j ments of the joints. For some reason, at present 
| unexplained, there comes to be a cleft in the cells 
forming the centre of the mass, and thus the joint 
| cavity is indicated. An interesting question has been 
raised by Dr. D. Hepburn as to whether the actual 
epiphysial elements are formed from the mass of 
i cells constituting the primitive joint-unit, or whether 
j they are part of the original mass of cartilage in 
; which the primary ossific centres appear. The 
I solution of this question may have some bearing 
| upon the causation of so-called congenital disloca- 
| tions. 

| There are three periods in which the deformity 
may be produced—pre-natal, natal, and post-natal, 
j If pre-natal, then congenital, and at this period 
i there are at least three possible determining factors, 
which are heredity, arrest of development, and 
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intra uterine disease or injury. Heredity certainly 
teems to have some influence, but how it acts is 
at present a mystery. The deformity may occur i 
ijg several members of the same family at times; 
the children- of an affected mother may be simi¬ 
larly affected; and in certain localities where, per- ! 
haps, inbreeding is not uncommon, the deformity 1 
may be common, such as in the Tyrol. Arrest of 
development, particularly in relation to the 
formation of a properly deep acetabulum, is un* i 
doubtedly a potent factor in the slipping of the 
head of the femur away from the side of the 
acetabulum. Arrest of development—some would 
say premature ossification—of the triangular carti¬ 
lage of this region is the essential cause of the 
shallowness of the joint socket. There are several 
facts which seem to show that this manner of 
occurrence of the deformity is more likely than 
the theory of trauma. The capsule never seems 1 
to show any actual laceration ; there is never a 
separation of the head of the femur at the line of 
the proximal epiphysis, and this deformity may be 
associated with other congenital deformities which | 
cannot be traumatic, but are necessarily due to 
imperfect development, as, for instance, hare lip. It | 
does not explain, however, one very interesting point 
—namely, the much greater frequency of the dis- j 
location in girls than in boys. Intra-uterine disease 1 
may possibly be a factor, such as coxitis, leading 
to marked hydrarthrosis and other destructive 
joint conditions, central nervous disease, such as 
anterior poliomyelitis, or some obscure types of , 
paralyses. 'The best answer to these suggestions is 
to negative them by the fact that there are no 
authentically recorded instances where any of these 
lesions has been shown to co-exist with the disloca¬ 
tion. Intra-uterine injury, leading to a traumatic 
dislocation, would seem to be even more remotely 
likely as the cause of the deformity. 

Natal production is certainly possible. It is a 
noticeable fact that many of the children who have 
congenital dislocation of the hip were born by 
the breech, and many of these needed a traction 
not infrequently severe for their delivery. These 
obstetric dislocations, as they may also be termed, 
are likely to be followed, if not reduced, by all the 
signs and symptoms of the “ congenital ” disloca¬ 
tion, but are obviously not congenital. 

Postnatal factors have also been urged, but to 
my mind have very little to support them. Mr. 


Ralph Thompson (‘Lancet/ 1909, vol. ii, p. 777) 
has been the chief exponent of the theory of post¬ 
natal origin of the dislocation, thus believing the 
deformity to be a true “ dislocation,” and not 
“congenital.” He bases his proposition of post¬ 
natal origin on the following points : The remark¬ 
able proclivity of the female to be the victim of 
the lesion; the fact that there is a distinct sexual 
difference in the pelvis as early as the fourth month 
of fcetal life/which is quite marked at full-term birth, 
and that this difference lies chiefly in the greater 
breadth in the female. This being so the adductor 
muscles have a greater pull inwards, and thus 
the diameter of the circle, of which the acetabulum 
forms a part, will tend to become more nearly 
vertical in the female than in the male. In the 
female the maintenance of the head of the femur 
in the acetabulum depends much more upon the 
development of the acetabular rim than in the 
male. The female hip-joint also acts at a less 
mechanical advantage than the same joint in the 
male, again owing to the greater breadth of the 
pelvis. Hence there will be a tendency when a 
female child begins to walk for the pressure of the 
head of the femur against the acetabular rim to 
cause eversion of the rim and consequent tri¬ 
angularity of the acetabulum and possible disloca¬ 
tion. Therefore his conclusion is that the weight 
of the body w T hen the girl begins to walk causes 
so much pressure through the head of the femur 
upon the acetabular rim that dislocation is 
induced in certain cases. It follows from this 
that the pathological changes found in cases of 
dislocation, usually called “ congenital,” are really 
secondary, llot primary. 

Although congenital dislocation of the hip is 
not in reality a common deformity, the hip is the 
most usual joint in which to observe a dislocation 
the origin of which is probably congenital. Girls 
are much more frequently affected than boys, at 
least 86 per cent, of the cases occurring in the 
female sex. This is accounted for by the actual 
difference there* is in the pelvic characters of the 
female foetus as early as the fourth or fifth month 
of intra-uterine life, and the fact that in the foetus 
of the female sex there is an undue laxity of the 
capsule of the hip-joint. 

The deformity may occur on one or both sides. 
Most frequently it is unilateral and on the left 
side. The signs and symptoms of the lesion are 
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quite characteristic. The condition is often over¬ 
looked until the child begins to walk. This is but 
natural seeing that the deformity is not marked, 
particularly when the infant is fat. Walking may 
be with some difficulty established, and when it is 
the mother notices a limp, and particularly if the 
dislocation is one-sided. Then secondary lordosis 
appears, very marked when the dislocation is 
bilateral and the abdomen is unduly prominent. 
The great trochanter is high—a most significant 
position. If the condition is on one side only the 
difference in the relative position of the trochanter 
on the two sides is very noticeable. Then there is 
abnormal mobility of the joints. True enarthrodial 
movements are wanting. The head of the femur 
moves irregularly in the dorsum ilii and not in a 
.socket. Flexion and extension are very free, in 
fact often over-free; while abduction may be 
limited. But there is an added movement which 
is almost peculiar to this lesion. It is the tele¬ 
scopic or excursive movement of the great tro¬ 
chanter. If the pelvis is fixed and the limb drawn 
down, the other hand upon the great trochanter 
will feel the point of bone move downwards some¬ 
times for as great a distance as one and a half 
inches. When the traction is released the tro¬ 
chanter is rather rapidly drawn up into its abnormal 
position. This is the typical excursive movement. 
In the bilateral cases, seeing that the heads of the 
femur are on the dorsa ilii the distance between 
them is most marked, and consequently the space 
between the inner sides of the thighs is much 
greater than in the normal condition. 

But although the observer ought to be able to 
diagnose a congenital dislocation of the hip without 
the help of X-rays, a skiagram is the only certain 
method of demonstrating the actual condition, and | 
one should always be taken. 

The differential diagnosis of congenital disloca¬ 
tion of the hip is from the following conditions : 
hip disease, coxa vara, traumatic dislocation, and 
infantile paralysis. 

From true morbus coxae, usually tuberculous, 
dislocation is readily distinguished by the rigidity, 
loss of movement, especially flexion, pain and 
limp rather than waddle present in the arthritis. 
From coxa vara the diagnosis may be difficult. In 
both the great trochanter is high, in both there is 
some loss of abduction, but it is more marked in 
coxa vara than in the dislocation : in both there is 


I a separation of the upper parts of the thighs, but it 
! is less in coxa vara; in both there is lordosis; bqj 
I in coxa vara there is never any excursive movement 
of the head of the femur. A skiagram will at once 
distinguish the conditions. In traumatic disloca¬ 
tions there is generally an authentic history of the 
injury and there is a want of proper mobility of the 
! joint, and the movement which can be obtained is 
abnormal in character, no longer enarthrodial. A 
| skiagram will show a normal femoral head, but in 
j an unnatural place. Infantile paralysis affecting 
the muscles passing between the pelvis and the 
j femur will tend to produce great laxity of the 
| structures about the region of the hip-joint and 
I consequent similarity of a dislocation. Electrical 
examination will reveal reaction of degeneration. 
Again, a skiagram will show that the head of the 
femur is in the acetabulum and therefore that no 
dislocation exists. 

Surgeons are anxiously asked by distressed 
parents as to whether the dislocation can be per¬ 
manently reduced, and if not, as to the possible 
result of the condition. 

A favourable prognosis with regard to reduction 
of the dislocation depends chiefly upon two con¬ 
ditions : the degree of development of the com¬ 
ponent parts of the joint—the head of the femur, 
and the acetabular cavity—and the age at which 
treatment is begun. With the femoral head fairly 
formed, and the socket for its reception fairly deep, 
l the head can be fairly easily reduced and fairly 
easily maintained in its relationship with the 
acetabulum. Up to the age of six years there is a 
good prospect of a satisfactory result, provided the 
parts are comparatively well formed. At this age 
there is so much contraction of parts and so 
great a want of united development of the head 
and acetabulum that reduction becomes almost 
impossible. 

Permanency of reduction depends chiefly again 
upon two conditions: the relative development of 
the femoral head and the acetabular cavity, and 
the method and length of time of treatment after 
reduction. Although it may be possible and perhaps 
easy to bring the poorly developed head of the 
femur down opposite the apology for an acetabulum, 
often called reduction, it will be almost impossible 
to keep it there. So that only in those cases in 
which the head can be said to fit into an acetabular 
cavity is there real reduction and a likelihood of a 
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permanency of reduction. Unless the head of the j 
femur can be brought down opposite the level of the 
acetabulum there must be some shortening of 
the affected limb, with the result that the manner of ' 
walking is necessarily imperfect—a waddle remains. 

Apart from a skiagram which shows the head of 
the bone in its socket the disappearance of the 
waddle in walking is to my mind the best test of a 
complete and permanent cure. Sometimes owing 
to the inequality in the length of the lower limbs 
the spine is apt to become deformed when the 
child begins to walk. Lateral curvature followed 
by true scoliosis occurs and is very difficult to 
overcome. It may remain even after the disloca¬ 
tion is corrected and will require vigorous treat- : 
ment. I have lately been employing the crawling ; 
exercises perfected by Professor Klapp, of Berlin, j 
and consider them very suitable for such cases. , 

There is another serious point in cases of 
congenital dislocation of the hip when occur- 
ring in girls. It is the want of proper develop- j 
ment of the form of the pelvis and consequent 
possible difficulty in parturition. It is a well- j 
known fact that the pressure and counter-pressure 
of the weight of the trunk on to the lower limb j 
through a normal hip-joint is an essential for the 1 
exquisite curving of the brim of the pelvis. This 
is in part wanting or improperly brought about | 
when the head of the femur fails to be in the ( 
acetabulum. It therefore becomes very doubtful I 
whether a woman who is the subject of unilateral j 
or bilateral congenital dislocation of the femur ] 
should marry and produce children, because of the 
difficulty and danger of parturition and of the possi¬ 
bility of transmitting the deformity to her offspring. 

The treatment of this congenital deformity may 1 
be considered under three headings: expectant, non¬ 
operative, and operative. Expectant treatment 
resolves itself into practically leaving the actual 
lesion untouchedand treating effects. The shortness 
of one lower limb ia unilateral cases can be over¬ 
come by giving the child a high boot, care being 
taken that the increased thickness of the sole is not 
so great as to cause an actual pushing up of the head i 
of the femur to a still higher level. , 

Non-operative treatment consists of extension for I 
long periods or in the application of apparatus, j 
Extension has little to recommend it. It is un- | 
certain, almost hopeless, in its prospect of cure. It 
is tedious and necessitates much confinement of 


the child. Apparatus in the way of jackets, corsets, 
pelvic bands and splints, has had a good many 
advocates, but such external support should 
certainly be used only in cases where operative 
treatment is negatived or has failed. 

Operative treatment is either by forcible reduc¬ 
tion or by open operation. The principle of sub¬ 
cutaneous forcible reduction (sometimes quite the 
bloodless method, though a considerable quantity 
of blood may be lost into the tissues, and sometimes 
ecchymosis is great) is to tear through contracted 
parts and bring the head of the femur against the 
acetabular site. 

The method advocated by Lorenz is that most 
usually employed. It is most satisfactory when 
the parts are fairly well developed, contraction of 
muscles not too great, and at about three to six 
years of age. There are four stages in this method: 
preliminary, reduction, retention, after-treatment. 

In the preliminary stage extension in an abducted 
position should be employed for fifteen to twenty 
days with about a six-pound weight. This will 
stretch contracted muscles and particularly the 
adductors. The child’s skin should also be 
hardened with the repeated application of methy¬ 
lated spirit over the whole pelvic hip and thigh 
regions with a view to greater comfort during the 
retention stage. 

Reduction is brought about in the following 
manner. The child is placed deeply under chloro¬ 
form. First, hyper-abduction is brought about and 
the adductors are tom through at their origin. 
Tenotomy of these attachments is sometimes re¬ 
quired. Then hyperflexion until the foot will touch 
the ear. This stretches the hamstrings. Then 
hyper-extension with the patient lying on the oppo¬ 
site side. This stretches the anterior muscles. 
Then traction, directly downwards, of the whole limb. 
Finally, reduction, brought about by resting the 
foot of an assistant or a wedge block under the 
great trochanter of the affected side, and abducting 
the limb until the head of the femur is engaged in 
the acetabulum. If at this stage it is possible to 
have a view of the parts on a fluorescent screen, it 
can be readily seen if reduction is complete. 

Having obtained reduction it is to be retained. 
The application of plaster-of-Paris in an appropriate 
manner is the method employed to bring this 
about. The limb or limbs, being practically at 
right angles to the trunk, are held thus, by the 
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plaster casing, renewed from time to time, for a 
period of at least six months. 

During this time the child is allowed to get 
about. If the lesion is unilateral, by the applica¬ 
tion of a sufficiently high boot walking is not very 
difficult. In the bilateral cases progression is not 
easy ; the help of crutches may be needed. When 
the plaster is removed at the end of* six months 
a skiagram should show that there is still co¬ 
aptation of the head of the femur with the hollow 
of an acetabulum. Retention again in plaster, but 
with less abduction, is now employed for another 
three to six months. 

After the lapse of this time the limb may be 
freed, and careful massage applied, and the child 
allowed to bear some of its weight upon the limb. 
At the end of twelve months from the time of 
reduction it can generally be said whether the 
case is going to be a successful one. 

'There should be no tendency to slip, no 
tendency for the appearance of excessive move¬ 
ments of the trochanter, little appearance of 
lordosis, and finally no pain on moderate exercise. 

By open operation one of three conditions may 
be aimed at: The first, reduction; the second, the 
formation of a deeper acetabulum with reduction ; 
and the third, ankylosis, fibrous or bony, in as low a 
position as possible. 

None of these operative measures give very 
satisfactory results. I have in one case recently 
brought the head of the femur forcibly down to the 
level of the acetabulum, and fixed it there by 
passing a long screw through the great trochanter 
along the neck, through the head of the femur, and 
on into the acetabular cavity. So far it has answered 
well, and the boy, who had a bad deformity on one 
side only, is walking very much better than he 
did previously. 

April 8th, 1912. 


Low Ribs. —Ledderhose has encountered a 
number of cases in which the ribs reached to the 
crest of the ilium or below. This finding gene¬ 
rally indicated disease of the spine, and in examin¬ 
ing the spine the distance between the eleventh 
rib and the crest of the ilium should be determined ; 
normally in young people the distance is about four 
finger-breadths, but the rib may touch the crest or 
reach below it inside.— -Journ, A.Af.A ., vol. lviii, 
No. 11. 
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A LECTURE 

ON 

MASTOID ABSCESSES. 

Delivered at St. Bartholomew’s Hospital. 

By C. ERNEST WEST, F.R.C.S., 

Aural Surgeon to the Hospital. 

I have chosen to speak to you to-day on the 
subject of mastoid abscesses because they are 
relatively common, because they may occur in 
every practice, because their proper diagnosis is 
often difficult, while their seriousness may be of 
the greatest, and because they are thus a source of 
great anxiety and uncertainty to those in charge of 
them. Both pathologically and clinically mastoid 
abscesses are of very varying significance; they 
may complicate a dirty head or thrombosis of the 
lateral sinus; and yet, superficially observed, 
there is no very obvious differentiating feature 
among them. In all there is an inflammatory 
fluctuating swelling behind the ear, with more or 
less displacement of the pinna outwards. In any 
of them there may be some elevation of the tem¬ 
perature, while equally in the trivial and in the 
most serious conditions a normal temperature may 
be found at the time of examination. 

We may classify mastoid abscesses into two 
great divisions—those of extra-osseus superficial 
origin, and those of intra-osseous or intra-cranial 
origin. The first are the mastoid abscesses by 
accident of position ; their only title to the name 
is topographical. The second are those which 
originate in some mischief within the bone over 
which they lie; they are mastoid as well in origin 
as in site. 

The first class will include the glandular 
abscesses, and those which result from the spread 
of infection through the posterior wall of the 
meatus, from a furuncular suppuration of the skin 
lining the cartilaginous part of this canal. These 
abscesses have certain points in common. They 
lie relatively low down on the mastoid, their 
greatest swelling being at the level of the floor of 
the meatus rather than at that of its roof as in the 
true mastoid abscess; the pinna is not displaced in 
the .typical way, outwards and downwards, but 
| more directly forwards, and the oedema is more 
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superficial and more circumscribed. In the 
glandular abscess the swelling lies well behind the 
attachment of the pinna, and the filling up of the 
post-aural sulcus is a comparatively late feature 
instead of being a very early one. The mastoid 
lymphatic^glands lie on the tip of the process, and 
are the most anterior members of a group which 
extends backwards over the apex of the posterior 
triangle. Thfcy receive the lymphatics of the 
parietal area of the scalp and of the inner aspect 
of the pinna, and it is chiefly in the parietal area 
that we must look for a focus of infection when 
suppuration occurs in them. Pediculi, conse¬ 
quent scratching, and impetiginous sores are the 
common cause. Tuberculous abscesses of these 
glands are rare, and when they occur there is 
obvious tuberculous enlargement of the proximal 
glands in the posterior triangle. The furuncular 
abscess spreading into the mastoid region mimics 
much more closely the true mastoid abscess; but 
its nature is declared by the pain on movement of 
the pinna, tenderness, and often swelling of the 
pre-auricular gland, and an obvious swelling in the 
outer part of the meatus. These points are, how¬ 
ever, often overlooked, and the presence of a 
discharge from the meatus is accepted as proof 
that the abscess is otitic in origin. If any doubt 
remains as to the origin of one of these abscesses, 
it is resolved by the incision which is in any case 
needed. The abscess is found to lie entirely in 
the superficial tissues, its inner limit being formed 
by the periosteum, while in all true mastoid 
abscesses the pus lies primarily beneath the 
periosteum, and bare bone is found at some 
point in the inner wall of the cavity. The whole 
difficulty of these, cases ceases with their correct 
diagnosis; a simple incision and plugging for a 
few days suffices for treatment. It is, however, 
important that the diagnosis should be a correct 
one, for very valuable time may be lost in graver 
cases through misapprehension of their true 
nature. The bacteriology of these abscesses is 
simple and nearly constant; the glandular abscess 
is almost always due to the Streptococcus pyo¬ 
genes ; that secondary to furuncle is, of course, 
due to the Staphylococcus aureus . 

As has just been said, the abscesses of intra¬ 
osseous origin are always primarily subperiosteal; 
as the abscess enlarges, the periosteum is per¬ 
forated, and the pus spreads in the subcutaneous 


| tissues, passing upwards and ultimately forwards 
into the temporal region, so that the ear becomes 
1 increasingly depressed, and forms the lower face 
, of a broad wedge projecting from the side of the 
1 head, the upper side being formed by the tem- 
1 poral swelling. This characteristic deformity is 
best seen from behind. In the temporal region 
the pus lies always superficial to the temporal 
j fascia ; in the end it may even begin to descend 
in front of the pinna over the parotid. True 
! mastoid abscesses occur at all periods of life, 
from the age of a few weeks to the most advanced 
years. The changing anatomy of the mastoid 
' region from infancy to adult growtli determines, 
however, certain characters of both pathblogical 
and clinical importance. In infancy the antrum 
lies superficially ; its outer wall is formed, as always, 
by the post-meatal process of the squamous part 
j of the temporal bone ; but at this period this plate 
is thin, and the bony meatus exists as hardly 
more than a sloping roof which passes by a 
gradual curve into the squama. The petro-squa- 
mosal suture is united only by fibrous tissue, and 
it might be expected that pus would find its way 
1 out from the antrum through this line. As a 
matter of fact, however, this is a rare occurrence, 
the usual route being through a perforation in 
the post-meatal process just inside the angle of its 
j junction with the squama. Here a number of 
' vascular channels pierce the bone, and it appears 
to be along these that infection spreads. Thus 
in the majority of cases of acute suppuration in 
the mastoid antrum in early childhood with conse¬ 
quent mastoid abscess, an actual hole leads from 
1 the anterior part of the superficial abscess cavity 
into tine antrum ; there are no mastoid cells, and 
all that is requisite in the bony part of the opera¬ 
tion is to break away the remainder of the outer 
; antral wall. 

! By the end of the second year, mastoid cells are 
already growing from the antrum into the base of 
the petrous and the rapidly enlarging mastoid 
process, while the outer antral wall is undergoing 
a thickening corresponding with the growth in 
depth of the bony external meatus. The antrum 
thus comes to lie progressively more remote from 
the surface, until it may be covered by a depth of 
j bone measured from its outer side of as much as 
j three-quarters of an inch. On the other hand, 
the mastoid cells, when well developed, approach 
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the surface of the process on its outer, posterior, 
and inner aspects, and may be separated by only 
the thinnest layer of bone from the superficial 
periosteum, the dura mater of the posterior fossa, 
and the deep planes of the neck. The extent 
of growth of the mastoid cells is very variable, 
and in certain cases they are practically absent. 
Their extent and distribution determines the 
occurrence of acute mastoiditis, and the point 
at which the suppuration within the mastoid 
approaches the surface of the bone. Perforation 
may take place at any or all of the three points 
mentioned, with the production respectively of a 
typical mastoid abscess, a perisinous extra-dural 
abscessj or a Bezold’s abscess in the neck. While 
an actual hole in the bone is common on the 
two deep surfaces, it is rare on the outer surface 
of the mastoid. Here there is commonly no 
more than an area of discoloration, the vascular 
foramina being enlarged and blackened, while 
pressure over this spot will often cause pus to 
ooze through the bone. When infection of the 
mastoid cells takes place, it is usually compara¬ 
tively early in the course of an otitis media, and 
the typical abscess of acute mastoiditis thus 
occurs within a few weeks of the onset of middle- 
ear discharge. In adults the thick, dense, outer 
wall of the antrum does not admit of easy passage 
of infection, and in the absence of cells acute 
infection of the antrum does not lead to super¬ 
ficial abscess. Occasionally it happens that ex¬ 
tensive cells escape infection for years, and then a 
typical mastoiditis may occur in a case of chronic 
otorrhoea. In all these cases of mastoid abscess 
secondary to suppuration in the mastoid cells, the 
complete opening up of the whole of the cells is 
necessary, and the antrum must be opened and 
drained if satisfactory results are to be obtained. 
Even if the distal cells are normal, they should on 
no account be left unopened, as disastrous conse¬ 
quences may follow from their subsequent infection. 
The pus of acute suppurative mastoiditis is yellow, 
thick, and odourless ; it almost invariably yields a 
pure culture of either the Streptococcus pyogenes 
or the pneumococcus. 

Perforation on the posterior side of the process 
into the J>osterior cranial fossa is often by a wide 
opening, so that the extra-dural abscess and that 
within the mastoid are broadly continuous. When 
the mastoid is opened in a case complicated by 


| extra-dural abscess, a highly characteristic sign is 
! observed: the pus issues from the mastoid in a 
I pulsating stream. Extra dural abscess not directly 
connected with the interior of the mastoid is very 
rare in acute mastoiditis, and in almost every case 
of this complication this sign is present. Although 
the lateral sinus forms a part of the boundaries of the 
, abscess, its thrombosis is very rare as a complica¬ 
tion of acute mastoiditis in recent otitis media. 

In connection with the extra-dural abscess in the 
j posterior cranial fossa, a rare but interesting form 
of mastoid abscess occurs, in which the superficial 
j suppuration is in continuity, not with the intra- 
mastoid disease, but with the extra dural abscess 
| through a hole in the bone which appears to be a 
vascular channel, and which no doubt is in some 
cases at least the aperture of the mastoid emissary 
vein. The abscess in these cases lies rather far 
back, extending beyond the posterior border of the 
| mastoid process; there is less filling up of the 
post-aural furrow, and less protrusion of the pinna. 
When the abscess track is followed through the 
| bone it leads into the posterior cranial fossa, and 
! only through the area of suppuration here is the 
mastoid reached by an infected patch or an actual 
| perforation in the posterior wall of the process. 

, In all cases in which extra dural suppuration com- 
I plicates mastoiditis, a very free removal of all the 
bone which lies in contact with the granulating 
surface of the dura mater must be carried out in 
i addition to the usual operation on the mastoid 
I process. 

Perforation on the inner side of the mastoid 
process takes place less frequently than into the 
I interior of the cranium. Pus tends to track 
forwards and downwards along .the posterior belly 
of the digastric muscle towards the hyoid, inwards 
I in the loose post-pharyngeal cellular tissue, and 
downwards along the carotid sheath. Occasionally 
| perforation takes place within the area of attach¬ 
ment of the sterno-mastoid muscle, in which case 
pus may rapidly descend the sheath and even 
| reach the clavicle. Owing to irritation of the 
\ spinal accessory nerve or of the sterno-mastoid 
muscle itself, there is in these cases a torticollis, 

I the affected side of the head being turned forwards 
I and downwards towards the shoulder. The 
swelling lies lower than usual, and may be almost 
| absent over the upper part of the mastoid. The 
! abscess in the neck can usually be drained ade¬ 
quately through the mastoid without the use of a 
I counter incision in the neck. 
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While absorption and softening of bone are 
prominent features in acute mastoiditis, necrosis is 
frequent only when the otitis is scarlatinal in origin. 
In these cases we'have to do with a very virulent 
streptococcal infection, and death of the outer 
wall of the antrum and of much of the masioid 
cortex is common. The middle ear is often 
irretrievably wrecked, and in many cases the best 
results will be gained by the performance of the 
radical mastoid operation, instead of the more con¬ 
servative Schwartze operation which is adequate in 
other forms of acute mastoiditis. 

The typical mastoid abscess of chronic otitis 
media differs considerably in its clinical features 
from those which we have been considering. Asso¬ 
ciated usually with cholesteatoma, its development 
is sudden, without notable elevation of temperature 
in the absence of other complication ; the abscess 
is laxer, with much less surrounding oedema, and 
often with very little tenderness; it tends to lie 
high, spreading upwards into the temporal region, 
and sometimes producing an extraordinary degree 
of deformity. When incised the pus is found to 
be dirty in colour, and very stinking. Particles of 
solid material in the pus looking like coffee-grounds 
occur sometimes ; they are altered blood-clot, and 
point to thrombosis of the lateral sinus, sloughing 
of its wall, and the liberation of its softened con¬ 
tents. On several occasions this feature has 
betrayed an unsuspected thrombosis of the lateral 
sinus at the very beginning of the operation. In 
all these cases of cholesteatoma with abscess-forma¬ 
tion a radical mastoid operation is the minimum 
which is adequate. Very careful search must be 
made for any involvement of the dura mater. The 
bacteriology of these abscesses is that of chronic 
middle-ear discharges ; a widely varied flora is 
found, in which it is often impossible to identify 
any organism as being preponderating^ the cause 
of the suppuration. 

The lax-walled abscess of afebrile and rapid 
development is almost always, in the adult, asso¬ 
ciated with cholesteatoma formation and absorption 
of the outer wall of the mastoid process. It is 
surprising in what young children this form of 
mastoid abscess is sometimes encountered. A 
similar development may be met with in infancy 
and early years which is not due to cholesteatoma, 
but to tuberculous disease of the mastoid. . It is 
worth remembering that an abscess which suggests 
cholesteatoma as a cause and which occurs in an 
unusually young patient may be, and will probably 
prove to be, due to tubercle. There is only one 
reasonably sure way of determining the nature of 
suspicious cases—by animal inoculation. In cases 
in which tubercle is suspected, the operation cannot 
be too thoroughly carried out. Its aim should be 
the eradication of the disease in the bone. 


A CLINICAL DEMONSTRATION.* 

By GUTHRIE RANKIN, M.D., F.R.C.P., 

Physician to the Dreadnought Hospital. 


Gentlemen, —The cases I am able to show you 
this afternoon constitute a series without much link 
of connection between them, though illustrative, 
from the clinical aspect, of several interesting 
varieties of disease. 

Mitral and Aortic Disease. 

And first, I ask your attention to two patients 
from the Dreadnought Hospital who are instructive 
to look at side by side in order to compare, by 
j contrast, the permanent results of damage, in the 
one case to the mitral, and in the other to the aortic 
valve. 

The first patient suffered from a severe attack of 
rheumatic fever fourteen or sixteen years ago, and 
in the course of that illness his heart must have 
been seriously involved though the man himself 
has no accurate knowledge of the fact. When you 
come to examine him you will find evidence that 
the rheumatic poison expended its influence not 
only upon his endocardium but upon his myo¬ 
cardium and pericardium as well. The main 
physical facts of the present condition are a rapid 
and irregular rhythm of his heart, with a small, soft 
intermittent pulse, some increase in the transverse 
diameter of his cardiac area, with an ill-defined apex- 
| beat in the fifth interspace just within the nipple 
line ; on palpation a presystolic thrill can be felt, 
i and on auscultation there is heard a distinctive 
double mitral murmur. Besides this you will 
observe a marked retrocession of the two inter¬ 
spaces round the apical area with each cardiac 
systole, from which we may infer the existence of 
adhesions and the likelihood that a pericardial 
element entered into the cardiac disturbance asso- 
! ciated with his acute rheumatic attack. The main 
risk ahead of this man, apart from the possibility of 
j another rheumatic illness, is a breakdown, under 
the stress of work and exposure, of his myocardium 
with hepatic congestion, bronchial catarrh, albumin¬ 
uria, oedema, and all the other penalties of back¬ 
pressure. If there are extensive pericardial adhe¬ 
sions this risk is greater than in a case where the 
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incidence of the original inflammatory attack has 
been limited to the structures of the mitral valve. 
The conditions of a seaman’s occupation expose 
this man to the very risks he ought most to avoid, 
and therefore, if it be possible for him, he ought to 
find work involving less physical strain and 
exposure. He came to the Dreadnought on 
account of cardiac distress threatening a dilatation of 
his right ventricle, so that Nature has hoisted 
unmistakably the danger-signal for him. If he is a 
wise man he will give heed to the warning and 
limit his risk of future trouble by seeking employ¬ 
ment of a less strenuous and exacting nature. 

The second patient, who is only aet. 37 years, 
presents a contrasting picture of a very striking 
kind. He is a fireman, who has suffered from 
specific disease, and who has indulged very freely 
in alcohol. “Wine, women, and work” have exacted 
from him, at a very early age, a serious penalty. 
His arteries are thickened and tortuous, his liver 
dulness is diminished, he has a mild albuminuria 
with a persistent low specific ’gravity of his urine, 
and there is pronounced hypertrophy of his left 
ventricle. As compared with the man we have 
just seen, it is to be noted that this pulse is slow, 
regular, and distinctively of the water-hammer type, 
the apex-beat is determinate and thrusting, in the 
sixth interspace quite two inches outside the nipple 
line; he has a double aortic murmur, the diastolic 
element being very pronounced; the arteries all over 
his body are prominent and pulsatile, and he has 
well-marked capillary pulsation. This man, like 
his neighbour, may suffer some day from a myo¬ 
cardial breakdown with back-pressure symptoms, 
but the greater risk in his case lies in the direction 
of angina pectoris or arterial haemorrhage. For 
him, as for the previous patient, the nature of his 
occupation is a source of danger, but with such 
an amount of degeneration as has taken place 
in his vessel-walls, the outlook is, even under the 
most favourable circumstances of environment, very 
uncertain. In both cases the immediate future 
depends upon the establishment and maintenance 
of an adequate compensation, and this has been 
for the moment so well achieved that the men 
feel well and are anxious to return to ordinary life 
again. The reasons that make such a course unwise 
differ somewhat in the two individuals, but for both 
the only path of safety—and it can only, after all, be 
comparative safety—lies in a life of moderate 


I activity, strict sobriety, and early attention to every 
| minor ailment which may crop up. 

! Albuminuria . 

I next show you two patients, also from the 
Dreadnought Hospital, who have this much in 
I common, that they both suffer from albuminuria. 

! A glance at the men will at once convince you that 
this symptom must have a very different significance 
| in the one patient from what it has in the other. 

> The existence of albumen in the urine is an occur¬ 
rence which is in some instances regarded much 
; too seriously, and in others made too light of. In 
every instance it ought to be considered in its 
j relationship to the accompanying evidences of 
j disease and not put upon the pedestal of being a 
1 disease of itself. On looking at the first of these 
| two patients you will recognise from his pallor and 
j general appearance that he is seriously out of health, 

; whereas the ruddy complexion and alert sturdi¬ 
ness of his neighbour give the objective impression 
of vigour and activity. The former man was taken 
, ill suddenly four months ago with pains in the 
back, sickness, headache, and subsequent oedema 
, which swelled his whole body to a considerable 
j size. He observed that his urine became very 
scanty, and on one or two days shortly after the onset 
| of his illness was diminished almost to a negligible 
amount, and contained, he thinks, some blood. 

I Under treatment the oedema has disappeared, but 
he is now feeble, anaemic, breathless on exertion, 
j and much reduced in weight. His urine is still of 
j high density, contains from seven to eight parts 
' per thousand of albumen, has a urea content of *8 
j per cent., does not exceed from thirty to thirty-five 
ounces in the twenty-four hours, and contains 
I granular and epithelial casts. He is, in fact, suffer¬ 
ing from chronic tubular nephritis, induced most 
' probably by sudden exposure to cold when the 
I body was overheated from the temperature of, 
and work in, the stoke hold. On examining the 
1 state of his circulatory apparatus you will find that 
he has marked increase of arterial tension—it 
! measured 200 mm. Hg. when he was admitted to 
j hospital—his apex-beat is in the nipple line, and 
I there is a loud accentuation of his second aortic 
souqd. Compare this condition with that of the 
second patient, who was also admitted to hospital 
for headache, backache, sickness, and albumen in 
1 the urine amounting to two parts per thousand 
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Esbach ! He has improved so much during his 
residence with us that the albumen has almost dis¬ 
appeared and is reduced now to a mere haze which 
is present only after exertion. Tfie urea-content 
of his urine is i*8 per cent., the density is 1014, 1 
there are no casts, and the daily excretion varies 
between 50 and 70 ounces. His cardio vascular 
system is normal, and he has an average blood- 
pressure of 130 millimetres of mercury. It is 
difficult to be sure whether in this case there is a i 
foundation of functional albuminuria dating back 
to adolescence w'hich has been increased tempor- i 
arily by some passing disturbance of his health, or 
whether the whole explanation of the attack from 
which he is now nearly recovered is chill, or some 
toxic condition of his blood, or alcoholism. The 
latter suggestion is not supported by the account 
he gives of himself, but testimony in this direction 
is often open to the suspicion of inaccuracy. In 
any case it is obvious that the leakage through his 
kidneys has been the result of a passing congestion, 
and that the prognosis is entirely favourable if the 
man consents to live carefully and to keep an ob¬ 
servant eye on his urinary secretion. These two 
cases illustrate a practical point of considerable J 
importance, namely the desirability of estimating j 
in every instance of kidney disturbance the amount , 
of urea excreted. We are apt to attach to the 
presence of albumen a too dogmatic significance; 
its variation, or even its presence, is of infinitely ' 
less importance than the influence which the con¬ 
dition of the kidneys is having upon the output of 
urea. It is upon this factor more than any other 
that the risk of uraemia depends, and of all possible 
contingencies in nephritic disease, this is the most 
serious and important. 

Epilepsy . 

Our next patient is a man, aet. 26 years, who 
has suffered since he was fourteen years of age 
from epilepsy. The only link of connection 
between him and the two men who have just 
left the room lies in the fact that when uraemia 
supervenes in kidney disease, the convulsions by 
which it is so frequently attended may, at first 
sight, be mistaken for those which are the leading 
manifestations in cases of grand mat. The actual 
convulsive seizures differ but little in the two con¬ 
ditions. Any preliminary doubt as to their cause 
is settled by a subsequent examination of the urine, 


and by the previous history whenever this is 
obtainable. A patient, however, may be seen for 
the first time when in the midst of his convulsion, 
and it is then that attention being given to the 
condition of his heart and blood-vessels may give 
us a useful initial lead as to one possible cause of 
his attack. This man bears the characteristic 
appearance of the confirmed epileptic, and the 
account he gives of his attacks can leave no doubt 
in our minds as to their real nature. They occur 
at varying intervals, at some times repeatedly in a 
week, and at others with intervals of several weeks 
between one and another. They are quite typical; 
each fit is preceded by the same aura, a sensation of 
flashing lights before his eyes—which occurs long 
enough before the convulsive attack to enable him 
to prepare for its occurrence ; he becomes suddenly 
giddy, loses consciousness completely, on coming 
to himself finds that he has bitten his tongue and 
has passed ftater or faeces involuntarily, and experi¬ 
ences for some hours subsequently unconquerable 
drowsiness and severe headache. From the history 
he gives us, we learn that on two occasions he has 
had a succession of attacks supervening hard on 
one another, and, on one of these occasions, lasting 
over several hours. This is an example of the 
status epilepticus which is almost the most serious 
event that can happen in the course of the disease. 
But there is more than that in his case, because on 
inquiry we find that he also suffers from constantly 
recurring attacks of temporary loss of consciousness 
and confusion of mind. In this patient, therefore, 
we have a demonstration of three phases of epi¬ 
lepsy— grand mal , petit mat\ and status epilepticus . 

! In the post-epileptic stage—and more frequently 
I after an attack of petit mal than of grand mal — 
there is, in some patients, a liability to carry out 
all sorts of 'purposive actions automatically and 
without knowledge of their performance. This is 
a very dangerous phase of the disease and one to 
bear in mind, because many events, serious as well 
as comic, may owe their origin to antecedent 
epilepsy, which, in cases where no true convulsive 
seizures have taken place, may be totally unsus¬ 
pected. I have vivid recollection of a man in a 
| country town/many years ago, who when in this 
condition murdered his wife. 

I need not trouble you with the question of 
treatment. We all know it to be uncertain and 
sometimes unsatisfactory, but, so far as drugs are 
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concerned, it still resolves itself into a depen¬ 
dence upon the bromides. It is well, however, to 
remember that in some patients the attacks cease 
spontaneously even after having lasted over many 
years. I have personal knowledge, as no doubt 
you all have, of many such recoveries. One lady 
I specially remember who, having suffered from the 
age of fifteen to the age of fifty from frequently 
recurring attacks, was forsaken by her enemy after 
her menopause, and is now alive and well at seventy 
years of age. Curiously, in her case, the thousands 
of fits which she experienced left no serious effect 
behind them, and, at the present day, she is a 
woman of stable temperament, and with more than 
an average share of mental power and intellectual 
ability. It is remarkable that such a delicate organ 
as the brain should be able to survive a long suces- 
sion of violent storms without serious impairment, 
and that the existence of the disease is even com¬ 
patible with mental qualities of unusal power and 
brilliancy. 

Infantile Hemiplegia . 

The next patient has this much in common wifh 
the man we have just seen, that when she was five 
years of age she was suddenly seized with a series 
of convulsions, from which she emerged with a 
right hemiplegia which has persisted ever since. 
She has had no return of the fits which ushered in 
that illness in her early life, but it is not unusual, 
in patients of this class, to suffer subsequently from 
the Jacksonian form of epilepsy. The remaining 
evidences of her original illness are to be observed 
in the hemiplegic paralysis, which is still very 
evident; in the wasting and shortening of the 
paralysed limbs ; in the athetosis of her right hand 
which I demonstrate to you; and in the poor 
mental development which she pourtrays. The 
main interest of her case lies in the fact that she 
came to the Waterloo Hospital to be treated for 
dyspepsia. On examination she was found to 
present other signs and symptoms besides those 
referable to her digestive organs. She complains 
of headaches, vertigo, constant weariness, loss of 
flesh, shortness of breath on exertion, palpitation, 
and obstinate constipation. These subjective 
symptoms harmonise with certain objective evi¬ 
dences of neurasthenia, of which her gastric dis¬ 
turbance is probably one. But it is noticeable 
that she has some rigidity of her sound leg as well 


as of her paralysed one, that her knee-jerks are 
both exaggerated, the left less than the right; 
that she exhibits a Babinsky reflex in both great 
toes ; that she has a distinct though not long-lasting 
nystagmus on deviation of her eyes; and that she 
has a suspicion of intention-tremor both when she 
walks and when she brings her forefinger to the tip 
of her nose. The question is, have we in this 
patient to deal with a neurasthenic condition only, 
or is she in the early stage of disseminated scle¬ 
rosis? Time will‘enable us to decide, and I shall 
endeavour to bring her before you on some future 
occasion that we may see in what direction events 
progress. Meantime there is enough to make us 
fear that possibly the more serious of the alterna¬ 
tive provisional diagnoses may prove the true 
solution of the problem. Her case is at least 
illustrative of the liability to subsequent disturbance 
of the nervous system which remains with those 
who, in early life, have suffered, as this woman has, 
from an organic lesion of the brain. 

j Disseminated Sclerosis. 

As a fitting complement to the previous case, I 
am able to introduce another patient about whom 
none of us can be in any doubt. The woman 
before you is suffering from well marked dis¬ 
seminated sclerosis, and it is not often that the 
text-book story of the disease can be so fully 
illustrated as in her case. As you see, nystagmus, 
volitional tremor, staccato speech, and spasticity 
with accompanying feebleness of gait are all well 
marked. In addition she has commencing atrophy 
of both discs, and she gives the history of two 
attacks of temporary paralysis, once in her right eye, 
and at another time in her left arm. There are no 
marked sensory changes, and so far her sphincters 
remain competent and normal. 

Raynauds Disease 

Our next patient has suffered for fifteen years 
from Raynaud’s disease, and I have asked her to 
come here to day that you may see the ultimate 
effect upon her fingers of such a long experience 
of that troublesome malady. Her finger-tips on 
both hands are, you will observe, tapered, shrivelled j 
and shiny, and all the nails have perished. The 
fingers are now quite healed and comfortable, but 
from time to time she has suffered from painful 
attacks, involving all the digits, of syncope and 
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pallor, followed by the dusky blue-blackness of 
asphyxia, and ending at different times, in one 
finger or another, in dry gangrene. Asa girl she 
was subject to. chilblains, and has, as long as she 
can remember, been a martyr to “dead” fingers 
and toes during the cold seasons of the year. 
Otherwise her life has been free from serious 
disease, and she is, even now, organically sound, 
though obviously of neurasthenic ty^e. It is 
noteworthy in her case that the recurring paroxysms 
of pain, symmetrical cyanosis and gangrene have 
always been associated either with exposure to cold 
or with some unusual emotional disturbance. None 
of the treatments suggested for her relief have been 
of much beneficial influence, but it may be men¬ 
tioned that many cases of this intractable disease 
derive considerable benefit from the local applica¬ 
tion of super-heated air—a method of management 
which does not seem to have been adopted in her 
case. Erythromelalgia and acroparaesthesia are two 
minor affections, of which all of us have seen 
examples, closely related to Raynaud's disease, and, 
like it, distinguished by remittent sensory, vaso¬ 
motor, and trophic changes situated in the extre¬ 
mities, but of a minor degree of severity. 

Acromegaly. 

Some of you may remember having seen on a 
previous occasion the next patient I present to you. 
She has come here twice within the last three years, 
and I have asked her again to report herself to-day 
in order that we may note the progress of her 
disease. She is a typical example of acromegaly, 
and perhaps I may, in a word or two, direct your 
attention to the leading features of this rare disease 
so strikingly manifested by her. Its commencement 
was announced many years ago by pains in the 
head and limbs, languor, and a sudden cessation of 
the menstrual function. Subsequently she found 
that her hands and .feet were becoming larger and 
that the shape of her face was altering. You will 
notice that now there is marked enlargement of 
the lower jaw with prognathus and wide separation 
of the teeth. The skin is coarse and thickened, 
there is considerable hypertrophy of the ears, and 
the voice has assumed a deep masculine tone. The 
hands are broad, the fingers spatulate, and the nails 
coarse and ribbed. This hypertrophy is confined 
to the hands and to a less extent to the feet; their 
size is in striking contrast to the limbs above them, 


which are of normal dimensions. There is a very 
pronounced kyphosis, and this is so distinctively 
progressive that there is a diminution of stature 
from year to year. Those of you who may remember 
seeing her before will recognise how her figure is 
bending and her height diminishing. She has 
bi temporal hemianopia, but no failure of vision 
and no atrophy of her discs. Mentally she is dull 
and lethargic, and she is aware of an increasing 
loss of memory. The disease is closely allied to 
gigantism, and many of the giants exhibited in the 
booths of travelling shows are undoubted instances 
of acromegaly. It depends upon changes in the 
pituitary body, and is practically incurable. In the 
case of this patient pituitary extract was administered 
in generous doses over a long period, but it exerted 
no influence upon the progress of her disease. Her 
general health keeps so far up to a very fair level. 

A Case for Diagnosis . 

Finally, in the few minutes of our time that 
remain, I should like to submit to you one more 
patient, about whom there have been difficulties 
in diagnosis. This woman is aet. 47 years, and she 
came to the Waterloo Hospital a few weeks ago 
complaining of disturbed digestion and difficulty in 
walking. Her legs have been getting feeble and 
stiff for about sixteen months, but have become 
worse of late ; within the past five or six months her 
arms are also becoming feeble; and the acuity of 
sensation in her limbs is impaired. All four 
extremities have wasted considerably en masse , but 
there seems to be a special degree of shrinkage in 
the small interosseous muscles of the hands. She 
sleeps well at night; is moderately hungry, but 
afraid to eat, especially in the morning, on account 
of the discomfort and nausea which ensues; she 
often has ungleasent feelings of giddiness, and 
headaches of occipital distribution are of common 
occurence. There is no evidence of disease in any 
of the internal organs. Her legs and arms are, as 
you see, very much wasted; there is no true 
reaction of degeneration, but the muscular response 
is poor to both varieties of electric current; the 
knee-jerks are absent, and though there is no 
actual foot-drop, dorsi-flexion is not well performed. 
The gait is so feeble that nothing can be learned 
from it, but her want of muscular power prevents 
her clearing her feet from the ground. The calf 
muscles are tender when they are deeply mani- 
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pulated. There are sensory disturbances in all the 
limbs, but they vary from time to time, anaesthesia 
at one time giving place to hyperaesthesia at 
another; over the left arm there appears to be a 
dissociated anaesthesia. The sphincters are com¬ 
petent ; there is no curvature of the spine, and 
there are no tremors. A shortly sustained 
nystagmus can be elicited on extreme deviation to 
the right. The discs and fundi are normal. 
There are no mental symptoms and her speech is 
unimpaired. She has had no recent illness of any 
kind, and she assures us that her habits have always 
been abstemious and careful. 

The picture is a complex one; in some of its 
features the case resembles syringomyelia, in others 
the peroneal type of progressive muscular atrophy. 
It might also stand for an early and unusual case 
of disseminated sclerosis, but probably we will come 
• nearest to the true mark if we regard it as an 
example of peripheral neuritis. It does not, it is 
true, conform to the usual type, but it is not 
unlikely that the changes in the peripheral nerves 
are associated with changes in the cord, and that we 
get, in consequence, an image of multiple neuritis 
blurred by the intrusion of symptoms arising from 
collateral lesions in the central nervous system. I 
shall be very glad to have an expression of opinion 
on this case, the complexities of which are very 
considerable when they come to be worked out in 
detail. 

April 8M, 1912. 


Osteoplastic Amputation of the Leg. —Lan- 
divar gives ten illustrations of the technique and 
rontgenoscopic findings with Valle’s method of 
amputating the leg at the lower third. The.ease 
and simplicity of the technique commend it, while 
the flap of skin, bone and periosteum left supply a 
good covering for the stump. The incision is 
shaped like a U upside down; the long part left in 
the centre is the flap to be turned hack later. The 
tibia is cut across below the site for the real ampu¬ 
tation, and is then sawed lengthwise and then across 
on the level with the sawed stump of the fibula. 
This leaves a shallow, square piece of tibia adherent 
to the periosteum flap. As the flap is turned 
down over the stump this plate of tibia fits over the 
cut surface of the tibia, where it is fastened with a 
few catgut sutures. The ultimate outcome of this 
technique is said to be exceptionally good. —Journ. 
A.M.A ., vol. lviii, No. 11. 


Massage and Passive Movement. —Massage 
is of great value in chronic inflammation of joints, 
and is useful in removing the final effects of acute 
lesions. It mechanically empties the veins of a 
part which is congested, causing a fresh flow of 
blood to it, and so rapidly removing the effete pro- 
| ducts of inflammation. By its mechanical stimu¬ 
lation it causes a contraction of the muscular coats 
of arteries and veins, preventing stagnation of blood 
in them. The lymph spaces of the part are thus 
emptied of the exudates which have collected in 
l them, and adhesions which have formed between 
contiguous surfaces are broken down. By its 
stimulating and rubefacient effect on the skin it 
also acts as a mild counter-irritant, and its effect 
on nutrition of the part prevents the rapid wasting 
of muscles which is constantly seen in inflammatory 
conditions of joints. In cases of recent injury it 
is of great value in removing effused blood, and, 
lightly used, it will greatly diminish the pain 
present after sprains and contusions of joints. 
Passive movements are used at the same time as 
massage, to prevent formation of adhesions between 
joint surfaces, or to break them down if already 
formed. They also have the same general effects 
as massage, quickening the flow of blood and 
lymph, and maintaining nutrition of the muscles. 
The question as to when massage and passive 
1 movements are to be commenced is an important 
I one, and depends to a large extent on whether the 
services of a thoroughly reliable masseuse can be 
obtained, for much harm can be done by incom¬ 
petent manipulators. In cases of recent sprains 
and contusions massage can be started at once, and 
1 early movement is essential after wiring of a 
fractured patella or olecranon. In cases of acute 
inflammation, massage should not be begun until 
the acute symptoms have subsided, as shown by 
loss of pain and heat about the joint. If suppu¬ 
ration is to be feared, massage and passive move¬ 
ments are contra-indicated, and the same is to be 
said of all cases of tubercular inflammation of 
joints, except in the final stages, when fibrosis has' 
occurred. Even passive movements are to be 
employed with extreme caution, as injudicious 
manipulations may recommence the inflammatory 
process, the bacilli being quiescent, but not 
destroyed. 

The above is an extract taken from 4 The House- 
Surgeon’s Vade-Mecum,’ by Mr. Russell Howard, 

, published by Edward Arnold. This book is well 
illustrated with 142 diagrams, and is written mainly 
for the use of recently appointed house-surgeons 
j and dressers. 
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ENLARGEMENTS OF THE LIVER. 
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Consulting Physician, Guy's Hospital; Physician to 
the Seamen’s Hospital. 


Gentlemen, —In order that we may know when 
we have enlargement of the liver and when we 
have not, we must observe what are the limits of 
the liver, as far as they are accessible to clinical 
examination. So far as the upper limit of the liver 
can be determined by percussion, it corresponds in 
front to the upper border of the right sixth rib ; and 
the lower limit is the costal margin in the nipple 
line. We must remember, however, that the left 
lobe of the liver goes across the epigastrium, its 
lower edge reaching from near the right tenth 
costal cartilage to the tip of the left eighth costal 
cartilage, and thus lying ij to 2 in. below the tip 
of the ensiform. Unless you percuss very carefully 
and lightly you may fail to detect the presence of 
this portion of the liver, because here it is very 
thin, it lies over the stomach, and if the stomach 
contains a sufficient amount of gas it will give a 
resonant note even to light percussion. 

What I have already said applies to the liver % 
during a normal condition of respiration when the 
shifting of the organ is at a minimum. But if a 
person take a deep inspiration he can bring the 
liver down a little below the costal margin, about 
half an inch perhaps, and then you will have 
corresponding dulness. 

At the lateral line the hepatic dulness may be 
found as high as the upper border of the eighth 
rib, and it is frequently said in the scapular line 
the upper border of the tenth rib ; Lut I very much 
doubt if the tenth rib in this situation is usually 
dull, unless in extreme expiration. 
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With regard to enlargements of the liver, I think, ! 
one of the first things to say is that it may enlarge, j 
as other organs, absolutely uniformly, or, on the | 
other hand, irregularly. But one great clinical 
fact to remember is this that enlargements of the ! 
liver are for the most part uniform. When 
uniform enlargement of the liver takes place the 
lower border moves downwards, but the upper 
surface moves little if at all upwards. This is 
no doubt determined partly by gravity and partly 
by the fact that the resistance of the abdominal 
contents is much less than the resistance <?f the 
thoracic contents. 

The exceptions to the rule that an enlargement 
of the liver is expressed by a downward movement 
of the whole organ are seen when a local enlarge¬ 
ment of the liver occurs on its upper surface and 
extends up into the chest. There may then be 
physical signs suggesting encroachment of some 
solid material upon the lung. There are three 
conditions in which that happens, namely, cancer, 
abscess and hydatid, diseases which may invade the 
liver irregularly. In all these cases you may have 
a localised growth of the liver, and though that 
may result in the liver falling farther into the 
abdomen, it will at the same time give rise to the 
projection of a solid mass into the chest, com¬ 
pressing the lung and altering the physical signs in 
such a way as to be indicative of that compression. 
You may also have cancer or abscess or hydatid of 
the liver, invading the lower part of the liver and 
extending backwards and not encroaching at all on 
the chest. As a matter of fact encroachments on 
the chest by malignant disease of th£ liver are not 
very common. 

1 have talked of descent of the liver on inspira- ; 
tion and I need say no more about that, except j 
that a normal liver descends on inspiration just as I 
other organs do in contact with the diaphragm, 
such as the kidneys, spleen, and pylorus, and even 
sometimes a pancreatic cyst. 

It is important to know whether enlargements of 
the liver can be mistaken for anything else. As a 
rule it is not very difficult to recognise that you 
have an enlargement of the liver before you. But 
a hydronephrosis may give rise to a tumour which 
takes the place of the liver, occupying the space 
below the right costal margin. 

An enlarged gall-bladder may be difficult to 
distinguish from the liver. Sometimes you can * 


feel the edge of the liver and recognise the gall¬ 
bladder below it; but often it is difficult to be 
quite sure whether you have the liver itself or the 
liver and gall-bladder as well. 

One consideration which will enable you to 
distinguish from an enlarged liver some other 
masses in the abdomen is to remember that what 
ever dulness you recognise in the abdomen must 
be continuous with the dulness over the ribs. If a 
band of resonance intervenes, you may be quite 
sure that the enlargement represented by the lower 
area of dulness does not belong to the liver. 

Can an enlargement of the liver be mistaken for 
an ovarian tumour? The splenic enlargement 
accompanying leucocythamiia has been mistaken 
for an ovarian tumour. One reason is that the 
lower half of a very large splenic tumour lies low 
in the abdomen and may cross the middle line; 
but an ovarian tumour, though it starts from one 
side, always by the time it is big enough to reach 
the costal margin takes a middle position, and thus 
the presence of a .unilateral mass of this size is 
rather against an ovarian tumour than for it. 

Another point which I must refer to is this— 
that deformity of the liver sometimes takes place in 
females as a result of tight-lacing. In these cases 
the lower part of the right lobe of the liver is, as it 
were, cut off from the rest by the ribs having been 
forced against the anterior or upper surface. In 
the right hypochondrium you find a somewhat 
circular or oval body with a rather sharp edge and 
a comparatively soft consistence, so that it is not 
readily felt. If not an actual enlargement of the 
liver, it is a localised swelling. The patients 
do not suffer any pain from it, and were they not 
thin you might not detect it at all. 

A liver displaced from above may, of course, 
simulate an enlargement. The chief agent of dis¬ 
placement of the liver is pleuritic effusion. If 
effusion takes place in the right chest sufficient to 
drive down the diaphragm, the liver assumes a 
new position, having an oblique lower margin run¬ 
ning upwards to the left across or abQve the umbili¬ 
cus, and so having the appearance of being pushed 
down to the left rather than straight downwards. 
Probably in many pleurisies there is some depres¬ 
sion of the liver. When one thinks of Traube’s 
space in relation to an effusion on the left side,* 

* See Clinical Journal, January 31st, 1912, p. 260. 
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it does become a question of interest as to how 
often the liver is pushed down by a right-sided 
effusion. When you have a left-sided effusion the 
area between the costal margin and the diaphragm, 
called Traube’s space, sometimes becomes dull— 
that is, if the effusion is of such an extent as to 
compress the diaphragm and push it down. But 
you may have an effusion to the extent of four 
pints on the left side, and yet Traube’s space will 
not be obliterated. The practical point is that the 
liver may be depressed by something above it; 
and if you are not alive to the possibility of that 
you may be misled. 

There is a condition which is much more difficult 
to recognise, and that is a subphrenic abscess, which 
may be due to various causes. Probably the most 
common event is a duodenal ulcer, or a gastric 
ulcer near the pylorus, leading to perforation, and 
thus causing suppuration at the back of the liver ; 
and this suppuration produces a collection of pus 
between the liver and the diaphragm. The lung 
above may be practically healthy, except that it is 
a little compressed ; but the liver will be pushed 
down by the abscess, and sufficiently displaced to 
present some resemblance to a tumour. 

Coming now to enlargements of the liver, you 
can sum up their pathology in a few terms. Their 
pathological conditions may be divided into those 
connected with the circulation, such as active or 
passive congestion, and inflammations ; mechanical 
changes sudh as obstruction of ducts ; subacute 
or chronic inflammatory processes, like pyaemic 
abscesses, suppurative pylephlebitis, tropical ab¬ 
scess, non-tropical abscess, tubercular abscess, 
suppurating hydatid cyst, alcoholic cirrhosis, non¬ 
alcoholic cirrhosis, syphilitic cirrhosis and gumma : 
parasites, such as actinomycosis, and hydatid cysts, 
degenerations, lardaceous and fatty ; and tumours, 
such as primary and secondary cancer, sarcoma 
and others. 

The late Dr. Murchison published some valu¬ 
able lectures on diseases of the liver, and he 
divided enlargements of the liver into painful 
and painless enlargements. I do not think that is 
a satisfactory classification, and to my mind there 
are two points at which it breaks down. In the 
first place cancer is not always painful; it may 
be painless throughout the whole course of the 
disease. Again, he put hydatid amongst the pain¬ 
less diseases, but he allowed that it was painful 


when it stretched the capsule of thfe liver. As a 
rule inflammatory lesions of the liver are painful. 
Conditions of active congestion, or inflammation, 

! are painful. Conditions of passive congestion may 
! be uncomfortable if not painful. Lardaceous and 
; fatty degenerations are not painful. Cirrhosis is 
! sometimes painful, though not in a high degree. 

Of all those conditions those only which you can 
I positively say give no pain are lardaceous and 
fatty degeneratioh. In all the others pain is 
! sometimes, or in some cases, present, but there is 
I very considerable variation. 

] When you are discriminating between these 
I various enlargements you have to consider the form 
1 and shape that the liver takes, and whether the edge 
of the liver is altered. The consistence of the liver 
is of very great diagnostic importance—whether it 
is hard, or rather hard, or only just about the 
normal consistence. The character of the surface 
of the liver has also to be taken into account. 
The general enlargements of the liver are usually 
of a uniform character, such as nutmeg liver, 
enlargement due to obstruction and distension of 
the bile-ducts, suppurative pylephlebitis. Cirrhosis 
| of the liver is less often uniform, especially the 
hobnailed atrophic forms, but syphilitic cirrhosis 
! and unilobular varieties may be quite uniform. 

! Cancer also may be a uniform enlargement, 
j The diseases may sometimes be distinguished by 
1 their associations. For instance, you do not have 
nutmeg liver without heart disease, whether primary 
j or secondary, and the nutmeg liver is firm, it has 
generally a rounded edge and is tender; in a 
certain number of cases it pulsates. Pyaemic 
abscesses are uncommon, but when they are 
present in great number, there must be a certain 
amount of distension of the liver and some 
| degree of hardness. You will have to make your 
j diagnosis according to these varying conditions, 
j I want now to speak of one or two of the special 
j forms of enlargements, chiefly of the less uniform 
j enlargements that we meet with. One of the most 
j striking of these is cancer of the liver. It gives 
i you the hardest liver you can have, and it is not 
necessarily uniform ; the livers are often irregular, 
and sometimes extend a long way down. Some- 
| times the surface is uniform, but it is more often 
irregular, presenting bosses or large nodules. 

I Sometimes these nodules are depressed in the 
I centre arid they are said to be umhilicated. This 
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happens when, in the later history of a large nodule 
whicli projects on the surface, the centre softens 
and so the surface falls in. But there is a large 
number of cases of cancer of the liver in which 
events do not take that course, and therefore I do 
not look upon umbilication as a feature of very 
great value. 

Another point is that by far the larger number 
of cancers of the liver are secondary to lesions 
elsewhere, and a great number of those lesions 
are in the alimentary canal at the pylorus, in the 
rectum, at the sigmoid flexure of the colon, or in 
the hepatic flexure. This is a fact, however, which 
is proved rather by post-mortem evidence than by 
clinical evidence; and it is remarkable in how 
many cases of obvious cancer of the liver it is not 
possible to demonstrate during life the presence of 
a primary lesion. On that accoqnt you must not 
put off your diagnosis of a case because you do 
not find the primary lesion. 

Another important fact to recognise is that 
jaundice is not necessarily a feature of malignant 
disease of the liver; only in about half of the cases 
is jaundice present. 

The duration of cancer of the liver is usually 
short; but one must be prepared for extremes. I 
have seen a case in which the duration was three 
years. The diagnosis was questioned at first 
because the patient was discovered to have a huge 
liver within three months after the first symptoms, 
and that was thought to be too rapid for cancer. 
But in the interval of twelve months from the time 
he was first examined, there had been a definite 
enlargement of the liver, and it had increased about 
one and a half inches in a downward direction. 

I had a case a few years ago in which the 
duration was considerably over twelve months. 
The patient came under notice after having been 
ill four months, and he then had nodules in the 
liver. These, partly on account of his having had 
syphilis, were regarded as gummata; but they 
never yielded in the slightest degree to anti¬ 
syphilitic treatment. He lived for another twelve 
months, and after that, both by operation ancT 
post-mortem examination, these nodules were 
proved to be cancerous. 

Primary cancer of the liver is relatively rare. I 
have seen cases in which it is accompanied by 
very great pain, and represented by a single 
globular elastic tumour; in other cases the disease 


is more uniformly distributed through the liver. 
In one sense I am afraid it does not matter very 
much whether a case is secondary or primary—you 
will not cure it. In a case of primary disease the 
patient dies a little sooner. But do not refuse to 
diagnose a case as secondary cancer of the liver 
because you cannot readily find a primary source. 

Another point in relation to cancer of the liver 
is that sornetimes it is accompanied by high 
temperature. You must not put off your diagnosis 
because high temperature is present. The man 
above referred to, whose cancerous nodules were 
thought to be gummatous, had a high temperature 
for a long period. 

An enlargement of the liver with an obvious boss 
or prominence on its anterior surface below the 
ensiform or the costal cartilages may be due not 
only to cancer but to an abscess, tropical or 
otherwise, to a hydatid cyst, or to a syphilitic 
gumma. By their physical conditions alone it 
may be impossible to distinguish them. I have 
known a large gumma mistaken for a hydatid cyst, 
and at least a suppurating hydatid cannot be 
distinguished from a tropical abscess by manual 
examination. Sometimes the peculiar phenomenon, 
called “ hydatid thrill,” however it arises, may dis¬ 
tinguish a hydatid cyst in its first stage; but 
generally you will have to consider the antece¬ 
dents, the history, and the general condition o'f 
the patient. In all three, abscess, ^ suppurating 
hydatid, and gumma, you may have an oscillating 
temperature, with evening exacerbations and morn¬ 
ing falls. 

Cirrhosis is a common enlargement of the 
liver of great importance. The difficulty of 
distinguishing between cirrhosis and cancer is 
sometimes great, for cirrhosis produces a hard liver, 
though it is not generally quite so hard as cancer. 

And if you cannot get safe and certain indications 
from the history as to primary lesions on the one 
hand, or alcoholism on the other, then with some of 
these very hard, uniform, large livers I do not 
know of any method by which you can determine 
your diagnosis with certainty. 

* There are mixed cases. In some cases of 
primary cancer there are scattered cancer-cells all 
over the liver mixed up with fibrous tissue; and in 
such a case a suspicion of cirrhosis from alcohol 
is very likely to be entertained, unless disproved 
by strong evidence. 
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In relation to cirrhosis, important questions arise 
which are rather difficult to settle. The following 
is a not uncommon experience. 

A man, 35 to 40 years of age, comes to insure 
his life, and suspicions are entertained from his 
appearance that he is given to drink. When his 
abdomen is examined he is found to have an 
enlarged liver, which extends perhaps from one 
and a half inches to two and a half inches below 
the costal margin; accordingly he is regarded as 
uninsurable. But the question arises, Is it an 
early stage of cirrhosis, or is it a condition of 
active congestion or inflammation which may en¬ 
tirely disappear? I think the only answer which 
can be given is, That the enlargement may go if 
he stops drinking, whether the case is one of 
early cirrhosis or not. But supposing you have 
a patient who has a large liver obviously as a 
result of drinking, and which has run into a condi¬ 
tion which every doctor would regard as cirrhosis, 
may that enlargement disappear ? Well, I have no 
doubt that some of these cases of cirrhosis do 
diminish, and diminish considerably, in size. Twelve 
years ago I saw a patient who had a large hard liver 
very nearly reaching the level of the umbilicus, 
undoubtedly due to alcoholic cirrhosis; under 
advice he gave up his drinking habits to a great 
extent, if not entirely. I saw him again recently; 
he was now aged 64 years, and was dying of 
uraemia. The urine contained a small amount of 
albumen, and the liver could be felt not more than 
two inches below the costal margin; it had a 
rounded margin, and was firm, if not very hard, to 
the touch. He had never had ascites. Thus in 
the course of nearly twelve years a large cirrhotic 
liver had somewhat contracted, but otherwise 
remained harmless. 

I should like to point out here that when ascites 
is present the actual size of the liver may be 
rather difficult to estimate. Of course there are 
cases in which the liver cannot be felt, and percus¬ 
sion, under the altered conditions of the abdomen, 
is valueless. But if you do feel the liver by 
pressing down into the ascitic fluid, you must not 
assume that, because you are feeling it below the 
costal margin, it is therefore larger than normal. 

If such a patient is recumbent or semi-recumbent, 
his liver, even if it is normal, will necessarily 
sink down in the ascitic fluid, and a great deal 
more liver will come under your hand than if 


he had no ascites. You estimate the size of the 
liver from the downward extension of the lower 
margin, not realising, perhaps, that the upper 
surface has also come down, leaving ascitic fluid 
between it and the diaphragm. However, if you 
are satisfied from the circumstances of the case 
that a diagnosis of cirrhosis of the liver is highly 
probable, you should never reject that diagnosis 
because the liver was larger than normal. 

A gumma will sometimes produce a tumour 
closely resembling a hydatid. A patient presented 
a rounded, elastic swelling of the liver, below 
the ensiform cartilage. It was thought to be 
a hydatid, and he was to have been operated upon, 
but died under the anaesthetic. Post-mortem, 
the swelling was found to be due to a syphilitic 
gumma. In this connection I may remind you 
that syphilis has the power to cause enlarge¬ 
ment of the liver in three ways, which may co-exist, 
or be found, each independent of the others: 
they are gumma, cirrhosis, and lardaceous disease. 

April 1 $th, 1912. 


Improved Method of Fixation of Colon.— 

The method of separating the Jackson’s membrane 
| and its formation into a cord that is attached to the 
colon or caecum is the same as previously described 
by Connell; but-instead of its inclusion in the 
abdominal incision, he now passes it from a point 
within and behind, in the line of the dorsal inser¬ 
tion of the meso-colon, or the blending of the 
parietal and visceral peritoneum in an upward and 
forward direction between the muscle and fascia, 
in an extra-peritoneal course, in a way similar to 
the intra-mural shortening of the round ligaments. 
In order to secure this result, curved forceps are 
inserted between the fascia and the muscle on the 
right side of the abdominal wound, and are passed 
laterally and dorsally in the abdominal wall, and 
made to present within the abdominal cavity by 
puncture of the parietal .peritoneum at a point 
above and behind the origin of the artificial liga- 
! ment from the bowel. The jaw of the forcep is 
| opened and the free end of the ligament grasped 
I and pulled through the abdominal wall as the 
! forcep is withdrawn; the end is then attached to 
I the fascia.— -Journ. vol. lviii, No. n. 
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Gentlemen, —Since the majority of you will soon 
join the ranks of general practitioners, I can quite 
imagine that some of you may wonder why I 
have chosen for to-day’s lecture a disease which j 
needs an expert laryngologist for its diagnosis, and ! 
an operation of considerable magnitude if a cure is 
to be realised. 

Let me give you at once the reason for my 
choice of this subject, and you will see what an 
important role you may play in the matter. 

Let us assume that your patient is a middle-aged 
man suffering from an early phase of cancer in 
one of the vocal cords. Now it is more than 
probable that you will be the first one consulted 
in the matter, and almost certainly for a symptom 
which seems at first to be a very trivial matter, viz. 
persistent hoarseness or some marked alteration in 
the voice. 

Your patient will not complain of any pain, diffi¬ 
culty in swallowing nor cough, and to all outward 
appearances he may seem in excellent health. It is 
not at all unlikely he will venture the suggestion 
that the hoarseness is “a touch of gout” or “the 
remains of a cold,” and if you do not think for 
yourself you will easily be caught in this well-baited 
trap. This will be all the more likely if you are 
under the thumb of the Insurance Commissioners, 
who will administer an Act of Parliament which 
must inevitably place a big premium on the hurried 
Ueatment of symptoms rather than encourage a 
careful and scientific examination of patients. 

So be on your guard, for it is at this stage that 
you, and you alone, may prove to be the salvation 
of your patient’s life. You may forget all I tell 
you during the next hour if you will only remember 
what is the text of my sermon, viz. that persistent 
hoarseness in an adult is nearly always the first, 
and often for many months the only symptom of 


j intrinsic cancer of the larynx, and I will explain in 
| a moment what we mean by the term “intrinsic.” 
I Remembering this fact it will be obvious that in 
' the presence of such a symptom you must not let 
* matters rest until a laryngoscopic examination has 
been made and the cause of the hoarseness deter¬ 
mined. 

Maybe the result of the examination will prove 
the symptoms to be due to a paralysed vocal Cord 
caused by an aneurysm of the aorta or to some 
non-malignant disease of the cord, but in any case 
you will have done your duty by your patient, and 
whatever be the cause of the trouble it will be 
to your credit that this has been discovered. 

I spoke just now’ of “the salvation of your 
patient’s life,” and those words were not used 
thoughtlessly, neither were they the expression of 
unwarrantable optimism, for it is an established 
fact that intrinsic cancer of the larynx is often of 
a low type of malignancy, and the chances of cure 
after early operation are more favourable than when 
that disease occurs in any other part of the body. 

Let us now look at the matter a little more 
closely and define what we mean by cancer of the 
larynx, and you will note that the title of my lecture 
is “ Intrinsic Cancer of the Larynx.” laryngo¬ 
logists have almost universally adopted Krishaber’s 
1 classification of laryngeal cancer into those cases 
which are intrinsic and those which are extrinsic in 
j origin. We use the term “ intrinsic ” when the 
I disease starts from the vocal cords, ventricles, 
ventricular bands, the inter-arytenoid region or the 
| regions immediately below the vocal cords,/, e . the 
' subglottic area. On the other hand, “ extrinsic ” 

| cancer implies that the new growth first appears 
on the epiglottis, aryepiglottic folds, the arytenoids, 
and the adjacent posterior surface of the cricoid 
i cartilage. • 

From a clinical, and, indeed, from a prognostic 
: point of view this classification is of great impor¬ 
tance, because intrinsic laryngeal cancer is far and 
away the more favourable type of disease while the 
extrinsic form is more rapid and malignant in its 
course; metastatic deposits in the neighbouring 
glands occur early, and formidable operations are 
required for the radical removal of the disease even 
in its early stages. 

It is a curious fact and one for which no 
explanation is at present forthcoming that the 
intrinsic form is more common in males and the 
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extrinsic in females. I am not quite sure if I have | 
ever seen an early intrinsic laryngeal cancer in a I 
woman, but a deplorable number of extrinsic forms I 
have come before me, especially of that type which 
commences on the posterior surface of the cricoid I 
cartilage. So recently as yesterday I demonstrated 
such a case to some of you in a woman set. 27 | 
years. 

To-day we shall only concern ourselves with the j 
symptoms, clinical appearances, diagnosis and treat- j 
ment of the intrinsic forms, and I shall show you j 
two interesting specimens to illustrate some of the I 
various points which will be raised. 

Symptoms .—At the risk of wearying you, 1 must # | 
again emphasise that the earliest and often for a 
long time the only symptom of intrinsic laryngeal 
cancer is hoarseness or some well-marked alteration 
of the ordinary voice. I implore you, gentlemen, to 
rid your minds of the idea that “ pain in the throat ” 
or “ pain shooting towards the ear ” or “ pain or 
difficulty in swallowing” are signs of early cancer 
—one wishes that no mention of them was made in 
surgical text-books for they are late symptoms, so 
terribly late that when they have made their 
appearance the patient’s chance of cure has 
probably gone, for the disease has then become j 
extrinsic as well as intrinsic, secondary deposits , 
have probably taken place in the glands of the 
neck, and life can only be saved or prolonged by 
the mutilating operation of laryngectomy. 

I am well aware that patients are alive to-day 
whose whole larynx was removed two, three, or 
four or more years ago, and that life still affords 
them some joys, and maybe they would whisper or 
write—for they cannot speak--in the affirmative 
that life is worth living. But even if this be the 
fact one cannot but reply—“ Perhaps so, but at 
what a sacrifice ! ” 

It will be chiefly to you, gentlemen, that we as 
laryngologists must look in order that the early 
cases of cancer—so easy to suspect—shall not 
drift into such a pitiable condition. 

Diagnosis.— Obviously this can only be made 
by an examination of the larynx with the laryngeal 
mirror, or, in difficult cases by the direct method, 
but in most instances the former will suffice. 

Early cancer of a vocal cord may have different 
clinical appearances. Here is a specimen I re¬ 
moved last week from a man set. 53 years who 
had been hoarse for two months. 


The right vocal cord was congested in its whole 
length, its anterior third was slightly thickened and 
irregular and had a granular appearance but I could 
see no definite ulceration. The cord moved quite 
freely. There was no suspicion of pulmonary 
tuberculosis, and the patient was certain he had 
never had syphilis, neither were any signs of this 
disease found upon him. Nevertheless we gave 
him full doses of iodide of potash and mercury 
and I saw him again in three weeks’ time; in the 
meantime he had been to the south of France and 
used his voice as little as possible. On his return 
there was absolutely no change in the appearances, 
and hence I removed a portion of the granular 
swelling, and Mr. Butterfield, who made some 
beautiful sections, said the growth was undoubtedly 
early carcinoma. Last Friday I opened the larynx, 
j removed the whole cord, and further microscopic 
examination of the swelling more than confirms 
our suspicions as to the malignant nature of the 
growth. 

So here we had to deal with a freely movable 
congested vocal cord, the anterior third of which 
was occupied by an irregular, * granular, non- 
ulcerated swelling which proved to be epithelioma. 

Had we waited longer we should have found 
that the movement of the cord was hampered by 
the infiltration o the growth, and we are indebted 
to Sir Felix Semon for having first pointed out that 
if a diseased vocal cord be immobile or shows a 
defective mobility, such a defect in movement is 
very suggestive of an infiltrating growth, e.g. cancer; 
on the other hand, the absence of such immobility 
does not for a moment exclude the possibility of 
the early stage of cancer. 

Let me give you an example of a more advanced 
| case. 

Mr. A—, act. 65 years, consulted me in Septem¬ 
ber, 1897, for hoarseness of six months’ duration. 

[ The right vocal cord was thickened and ulcerated 
with a zone of congestion around the ulceration 
I and the cord was quite immobile. 

Sir Felix Semon agreed with me that it was epi¬ 
thelioma and I removed the whole cord and 
! corresponding arytenoid region. The patient 
| rapidly recovered, lived for thirteen years, and then 
' died of some pulmonary trouble, but previous to 
! his death he had great difficulty in breathing. I 
was asked to see him the night before he died and 
advised immediate tracheotomy, which his medical 
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man performed a few hours later, but the patient 
rapidly succumbed. I managed to obtain the 
larynx and found the scar of my old wound healthy, 
but an epithelioma had appeared on the left vocal 
cord and was the cause of the dyspnoea which 
troubled him toward the end. 

I will not burden you with the various appear¬ 
ances which intrinsic laryngeal carcinoma may 
reveal—you cannot remember them and it would 
be useless if you could, for each case varies a 
little from any other. Let it suffice to say that 
early cancer of a cord frequently takes the form of 
a more or less definitely circumscribed, greyish 
nodular swelling surrounded by a zone of con¬ 
gestion, and, except in its very early stages, the 
cord in the neighbourhood of the growth is 
hampered in its mobility. 

As a general rule it is easy to exclude tuber¬ 
culous laryngitis, for this disease is always secondary 
to pulmonary tuberculosis, which may be detected 
by many methods which need not detain us now. 
Of course, there are exceptional cases of chronic 
tuberculous lesions in the larynx which may puzzle 
the most experienced and almost defy an exact 
differential diagnosis. 

Speaking of the diagnosis of laryngeal cancer, the 
late Sir H. Butlin many years ago said that there 
were three types of cases : (i) Those which anyone 
could diagnose; (2) those which could only be 
determined by the experienced eye; and (3) the 
cases which no one could diagnose without first 
opening the larynx, and even then some doubt 
might still exist as to the nature of the lesion. 

Pain on speaking or swallowing, dyspnoea and 
other local symptoms are, as I have said, late mani¬ 
festations of intrinsic or extrinsic cancer and need 
not detain us now. 

Prognosis.—I need scarcely say that if the 


me three and a half years after the onset of hoarse¬ 
ness. Neither Sir Felix Semon, the late Sir Henry 
Butlin, nor I thought the appearances on the cord 
were malignant in nature. We frequently saw. the 
patient during the next three and a half years, and 
then some difficulty in his breathing occurred, so 
I opened the larynx: the growth was a typical 
| epithelioma. Hence here was a case which had 
■ probably been slowly growing for some seven to 
eight years and was still entirely a local disease. 

Then, again, the lymphatics in the larynx are not 
numerous and there is no free outflow to the 
neighbouring cervical glands, consequently so long 
*as the cancer remains intrinsic there is less likeli¬ 
hood of secondary deposits occurring in immediate 
or remote regions. 

Treatment. —It is almost unnecessary to say 
that only a radical operation can hope to cure these 
early cases of intrinsic laryngeal cancer, and the 
I operation generally practised for this purpose is 
splitting of the larynx—“ laryngo-fissure ”—pre¬ 
ceded by a preliminary tracheotomy. 

When the operation was first performed it was 
frequently fatal from septic pneumonia and was 
soon abandoned, but thanks to the energies of Sir 
Felix Semon and the late lamented Sir Henry 
Butlin, one by one the secrets of success were dis¬ 
covered, and to-day we can undertake the operation 
1 without undue anxiety provided the general con- 
I dition of the patient is reasonably good and that 
I careful attention is paid to details of asepsis. 

Amongst these we must never forget the necessity 
I for careful examination and thorough cleansing of 
the patient’s mouth and teeth and the elimination 
I of suppurative foci in the nasal accessory sinuses. 

| It is scarcely necessary for me to describe the 
j operation of laryngo-fissure in its details, for these 
I can be gathered from most modern text-books of 


disease is left to itself a fatal issue is practically 
certain. On the other hand, early diagnosis, if 
followed by radical removal of the disease, will give 
the patient an excellent chance of cure—a chance 
equal to about 80 per cent, as shown by Semon 
and others. 

The reasons why the prognosis is so good are : 
Intrinsic laryngeal cancer has often a low degree 
of malignancy, and when the disease occurs on a 
vocal cord it grows for a while in a comparatively 
non-vascular region. 

I have notes of a case in which a patient came to 


surgery or from those which deal more particularly 
with diseases of the throat. 

I would only point out the necessity of having 
an expert anaesthetist, and that it should be a golden 
rule not to open the wind-pipe until all bleeding 
from vessels in the superficial tissues has been com¬ 
pletely checked. 

Furthermore, there is*no need for using a Hahn’s 
sponge cannula, for the trachea can be effectually 
plugged by a strip of aseptic gauze packed in above 
an ordinary full-sized tracheotomy tube. The object » 
of this is, of course, to prevent any blood passing 
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downwards into the lungs when the diseased parts 
of the larynx are being removed. 

As in operating upon cancer elsewhere, the 
incisions around the disease should include a good 
margin of healthy tissue. When a vocal cord is 
diseased, the inside of the thyroid cartilage should 
be divested thoroughly of its soft parts so that it is 
as smooth as a pearl button. When all bleeding 
has ceased within the larynx, then, and not till then, 
should the external wound be sutured, and if this 
wound be deep in its lower extent, it may be well 
to insert a large drainage-tube down to the tracheal 
opening and keep it in position for forty-eight 
hours. 

You will probably now ask a question which the 
patient often asks when the operation is under 
discussion, viz., “ What about the voice after the 
operation ?” 

Of course the reply is that the operation is to 
save life and not to restore the voice, but it is very 
remarkable how good a voice may result even 
when a vocal cord and its ventricular band have 
been entirely removed. 

In one of my patients whose right vocal cord has 
been removed it is almost impossible to detect any 
alteration in his voice, and moreover, on occasions 
he can delight his friends with an excellent song. 
In other well-known cases lawyers have returned to 
the bar, clergymen to their pulpit, doctors to their 
practices, and costers to their barrow, for their voices 
have stood them in good stead. When the re¬ 
moval of diseased parts has been unusually exten¬ 
sive the voice at its worst is a hoarse whisper, but 
nearly always it is intelligible. When a good voice 
results from the operation the healthy cord can be 
seen to cross the middle line and form a chink or 
glottis with a false cord composed of cicatricial 
tissue which grows in place of the removed 
structures. 

Such, gentlemen, is a brief outline of this in¬ 
sidious type of cancer, and the object of my lecture 
will be attained if you make it a rule in your 
practice never to let an adult patient with chronic 
hoarseness rest until he or she has had the 
larynx examined by someone who appreciates the 
significance of what may be seen in the laryngeal 
mirror. If you abide by that rule you may be the 
means of averting many a tragedy, and in addition 
you will enjoy the satisfaction of knowing that 
you have preserved sqjne lives valuable to their 
owners, their homes, and possibly to their country. 

April 15/A, 1912. 


A DEMONSTRATION OF SURGICAL 
i CASES.* 

By HUGH LETT, M.B., F.R.C.S., 
Assistant Surgeon to the London Hospital; Consulting 
Surgeon to the Ilford Emergency Hospital, etc. 


Carcinoma of the Breast. 

1 This patient, a woman, aet. 42 years, comes com¬ 
plaining of a lump in the right breast. She has 
noticed it for three months, and says that it is 
steadily getting larger. She has had no pain. 
There is nothing in the history which will throw 
i any light on the swelling; she does not remember 
any injury ; she had two children, both of which 
I she nursed without any trouble; in fact, until 
three months ago she never had anything the 
matter with the breasts at all. 

Let us look at the breast carefully, and see if we 
' can notice anything abnormal. The first thing 
j which attracts our attention is an obvious swelling 
in the upper part of the breast, with a red flush on 
I the overlying skin. We also notice that the breast 
is more prominent than the one on the opposite 
side, and that the nipple is retracted as compared 
with the other one, and also lies at a higher level. 
Having carefully inspected the breast, let us now 
j take it up and examine it with the fingers and 
] thumb. We can feel a lump situated in the upper 
half of the breast, and must carefully note its con¬ 
sistency. We find it is very hard, almost stony, 

I though towards its centre there is a spot of soften¬ 
ing. We also note that the outline of the growth 
| is somewhat irregular. When the flat of the hand 
is placed on it the tumour is still to be felt. 

, Had this not been the case, if the tumour could 
I no longer have been distinguished from the sur- 
i rounding breast substance, the diagnosis would 
! have been chronic mastitis; but as it can still be 
I felt, it is obvious that we are not dealing with the 
breast tissues alone, but that something has been 
j added. This may be a new growth, either simple 
| or malignant, a cyst, or an abscess. 

Let us next see if the swelling has any connec¬ 
tion with the skin or deeper structures. On 
attempting to pick up the skin over it we 
j find tha* we cannot do so, and on attempting to 
move the skin backwards and forwards the skin 
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dimples, that is to say the growth is adherent to 
the skin. The next thing to ascertain is whether 
the lump is adherent to the pectoral muscles or 
not. This can only be done by fixing the muscle, 
and then comparing mobility of the swelling with 
its mobility when the muscle is not fixed. If it is 
adherent to the muscle, fixation of the muscle will, 
of course, limit the movement of the breast. The 
chief action of the sternal half of the pectoralis 
major muscle on which the breast lies is adduction 
of the arm to the chest. In order, therefore, to 
fix this muscle we tell the patient to press her two 
hands together in front of the chest as forcibly as 
possible. This is produced by contraction of the 
pectoralis major, and this muscle will therefore be 
fixed. We now find on attempting to move the 
swelling that we cannot move it nearly so freely 
as we could before. We therefore say that it is 
fixed to the pectoral muscle. 

It is sometimes necessary to find out whether a 

tumour is adherent to the chest-wall or not. If so, 

movement of the breast will be much limited 

# 

whether the pectoral muscles are contracted or 
not. In this patient the swelling is obviously not 
fixed to the chest-wall. 

We now examine the axilla and the supra- and 
infra-clavicular regions for enlargement of the 
lymphatic glands, and we find that high up in the 
apex of the axilla there is a somewhat enlarged 
hard gland which is not tender. 

On examination of the opposite breast and 
corresponding glands we find that there is no 
evidence of disease in them. 

We have now sufficient facts to be able to make 
a diagnosis. Let us briefly review and criticise 
each of the abnormal features that are present. 
The presence of a swelling above the nipple and 
the prominence of the breast may be due to 
various things, and will not help us much in a 
differential diagnosis. Retraction of the nipple, 
however, and its being raised to a higher level than 
the nipple of the opposite breast are two important 
features which are strongly suggestive of the pre¬ 
sence of a carcinoma. But before accepting a 
retracted nipple as evidence of carcinoma it is 
always necessary to ask the patient how long the 
nipple has been retracted, and whether it used to 
be as prominent as the one on the opposite side ; 
for occasionally the nipples project unequally on 
the two sides in women who are otherwise normal. 


We also notice that the swelling is adherent to 
the skin and to the deep structures. • This can be 
due to one of two things only : either carcinoma, or 
acute inflammation, probably an abscess. Here 
we may take one other point, the flush of the skin 
over the swelling. Is this purely inflammatory or 
is it malignant ? For in a certain proportion of 
cases of carcinoma of the breast the skin becomes 
involved, not always in the same way but some¬ 
times in the form of distinct nodules, in other cases 
in the form of what is known as the peau d'orange 
in which the skin bears a close resemblance to 
orange-peel or pig-skin leather, and sometimes, as 
in this patient, in the form of an acute erythema, 
this latter condition being often mistaken for acute 
inflammation. In this patient, however, there is 
no doubt that it is carcinomatous, first from its long 
duration, secondly from the fact that the skin is 
infiltrated and thickened, and thirdly from the 
hardness of the growth itself, while the gland which 
is felt in the axilla supports the diagnosis. If the 
patient had been suffering from a form of mastitis, 
whether chronic or acute, the gland in the axilla 
would not be so hard as it is, and further, it would 
in all probability be tender. The characteristic of 
carcinomatous glands is that they are hard and not 
tender. From the various points we have noticed 
there can be little doubt that this patient is suffer¬ 
ing from carcinoma of the breast of the type which 
is known as scirrhous carcinoma because it is so 
extremely hard. 

The diagnosis having been made, we have next 
to consider the question of treatment. Now, treat¬ 
ment where carcinoma is concerned is either radical 
or palliative. The radical treatment means an 
operation which is'so planned that it will not only 
remove the growth itself, but also an adequate 
area of the surrounding tissues, so as to remove all 
the cancer-cells which may be lying in the lymph¬ 
atics on the outskirts of the growth, and further, 
the glands to which those lymphatics run. 

But before any radical treatment can be adopted, 
we must be certain that there is a reasonable pro¬ 
bability that the whole growth can be removed, and 
that there are no secondary deposits in the viscera 
or elsewhere. Now, in carcinoma of the breast, 
secondary deposits are most usually found in the 
liver, in the thorax, and in_the bones. We have 
examined these situations carefully, with a negative 
result. But there is one more examination to be 
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made. In many cases of carcinoma of the breast 
there is secondary infection within the abdomen, 

# the generally accepted theory being that the car¬ 
cinoma cells pass down the lymphatics to the 
epigastrium in the sheath of the rectus muscle, 
then along the round ligament of the liver and so 
reach the peritoneal cavity ; when they reach this 
some of them sink, by process of gravity, to the 
lowest part of the cavity—that is, the pelvis. This 
is supposed to account for the numerous cases in 
which secondary deposits are found’ in the ovary 
and pelvis. In every case, therefore, a careful 
pelvic examination should be made. 

This patient must be looked upon as a border-line 
case, for the question as to whether the growth is 
operable or inoperable is not easy to answer with¬ 
out careful consideration ; the growth is a fairly 
large one and there is also considerable involve¬ 
ment of the skin. But apart from the single gland 
which can be felt in the axilla, there is no evidence 
that the disease has spread to other parts. By a 
very free removal, therefore, of the primary growth, 
.including both pectoral muscles, and the axillary 
and the infra-clavicular glands, we have reasonable 
hope of curing the patient. As, however, a large 
amount of skin will have to be excised, it will 
probably be necessary to close the gap which will 
be left by skin grafting. 

In order to make certain that all the growth has 
been removed, and as a prophylactic against 
possible local recurrence, it is, I think, always well 
to give the wound area three or four exposures to 
the X rays as soon as possible after the operation. 

Lesions of the Ulnar Nerve following 
Fracture. 

The next two cases I will take together, as by a 
curious coincidence they are both examples of a 
lesion of the ulnar nerve following a fracture. 

The younger of the two, a boy, aet. 13 years, has 
the following history: 

On November 7th, 1911, he fell and injured his 
arm. On examination there was found to be a 
separation of the lower epiphysis of the humerus. | 
The epiphysis was displaced forwards and outwards. I 
An attempt was made to reduce the displacement, | 
and the arm was put up fully flexed. Progress, j 
however, was not satisfactory, and his doctor finally ' 
sent him to see me on February 22nd, with a note | 


saying that the boy had little movement of the 
elbow, and but little use in the hand. 

On examination there is very limited flexion at 
the elbow joint; the forearm can only be brought 
up to a right angle with the arm, and it cannot 
be completely extended. There is considerable 
thickening round the lower end of the humerus, 
and there is well-marked cubitus valgus. 

But on looking at the boy our attention is 
immediately attracted to the position of the hand. 
You will notice that the proximal phalanges of the 
ring and middle fingers are hyper-extended, and 
that the proximal inter-phalangeal joints are flexed. 
The proximal phalanges, however, of the index and 
middle fingers are extended to a straight line with 
the metacarpal bones, and flexion of the inter- 
phalangeal joints is only slight. There is also 
well-marked wasting of the inter-osseous muscles 
and of the hypothenar eminence. This is the 
typical position of the hand of a patient who is 
suffering from ulnar paralysis. 

In order to confirm the diagnosis let us try to 
ascertain what muscles are actually paralysed, but 
before so doing it will be as well to just briefly 
consider what the distribution of the ulnar nerve 
in the forearm and hand is. 

In the forearm it supplies the flexor carpi ulnaris, 
and that part of the flexus profundus digitorum 
which goes to the ring and middle fingers. In the 
palm it supplies the muscles of the hypothenar 
eminence, the adductors of the thumb, the inter¬ 
osseous muscles, both dorsal and palmar, and the 
two inner lumbricals. As for its cutaneous supply, 
it gives off a dorsal branch which passes round the 
ulnar at the junction of the middle and lower thirds, 
and supplies the skin on the dorsum of the little 
finger and the inner side of the ring finger. On the 
palmar aspect it supplies the skin over a correspond¬ 
ing amount of the same fingers. 

Let us test these muscles one by one. 

The flexor carpi ulnaris causes ulnar flexion and 
adduction of the wrist. This can be simulated 
by other muscles, but we can readily tell whether 
the flexor carpi ulnaris muscle is acting or not by 
feeling its tendon close to its insertion to the 
pisiform bone when the wrist is flexed. You will 
notice in this case that there is no contraction of 
the tendon, therefore voluntary power in the 
muscle is lost. 

The flexor profundus digitorum causes flexion of 
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the middle and distal phalanges. The flexor sub* 
limis digitorum, which is supplied by the median 
nerve, causes flexion of the middle phalanx. 

If, therefore, the flexor profundus digitorum is 
paralysed the boy will have no power of flexing the 
distal phalanges, although he is still able to flex the 
middle phalanges by means of the flexor sublimis. 
This is the case. 

Let us next take the interosseous muscles. You 
will remember there are seven of them in all—four 
dorsal and three palmar. Their action is abduc¬ 
tion in the case of the dorsal, and adduction in the 
case of the palmar from and to the middle line of 
the middle finger respectively. The boy you will 
notice is unable to adduct or abduct his fingers, 
and therefore we can say that the interosseous 
muscles are paralysed. 

The adductors of the thumb act in a plane 
w'hich is at right angles to that of the palm. You 
will notice that when he tries to adduct his thumb 
he is unable to do it in the same way on the two 
hands, and you will notice the movement is accom- j 
panied by flexion of the inter-phalangeal joint of the 
thumb, and that there is no contraction of the 
adductors. This tells us that the action is being 
performed by the flexor longus policis, not by the 
adductor muscles of the thumb. 

Lastly, we have to consider the action of the 
lumbricals. These little muscles arise from the 
tendons of the flexor profundus digitorum, as they 
lie in the palm and wind round the radial side, to 
be inserted into the dorsal expansion of the extensor 
tendon over the base of the first phalanx of each 
finger. They are also attached to the base of each 
phalanx. Their action is flexion of the metacarpo¬ 
phalangeal joints by virtue of their origin and 
insertion ; and secondly, as they are inserted into 
the extensor expansion, they will cause extension 
of the middle and distal joints of the fingers. The 
resulting action will be, therefore, flexion of the 
metacarpo-phalangeal joints, combined with exten¬ 
sion of the inter-phalangeal joints. 

Supposing that the lumbrical muscles are para¬ 
lysed, the result will be that the fingers will take 
up the position which results fiom paralysis of 
these muscles and the unbalanced action of their 
opponents, that is, hyper-extension of the meta¬ 
carpo-phalangeal joints and flexion of the middle 
and distal joints. This closely corresponds to the 
position of the little and ring fingers in this patient, 


except that owing to the paralysis of the flexor 
profundus digitorum there is little or no flexion of 
the terminal phalanges. 

Sensation is only slightly affected ; the sense of 
light touch is lost over the area already mentioned, 
but the prick of a pin is still appreciated as such. 

There is yet one other test to be made before 
our examination is complete, namely, the electrical 
reactions of the muscles. These have already 
been done for me by Dr. Woods, who reports as 
follows : “ TTiere is no response to the Faradic 
current in the flexor carpi ulnaris, the dorsal inter- 
ossei, the adductors of the thumb, or the abductor 
minimi digiti. But when examined witl^the con¬ 
stant current, contraction is obtained, though it is 
sluggish compared with the normal, and there is 
polar reversal.” In other words, the result of the 
examination shows the presence of the reaction of 
degeneration as it is termed, or what is frequently 
known as R. D. 

From our examination, then, of this patient there 
is little doubt that the ulnar nerve is considerably 
affected. There is loss of voluntary contraction in 
all the muscles supplied by the ulnar nerve below 
the elbow, and also loss of epicritic sensation. 

It is quite evident that at the present time the 
hand is almost useless, and it is important to 
rectify the condition as soon as possible, for other¬ 
wise the paralysis may be permanent, although the 
physiological continuity of the nerve is restored, 
for the muscles will become atrophic and ^over- 
stretched, and so be unable to return to their 
normal condition. 

In all probability the lesion of the nerve is due to 
pressure on it by the callus, winch has been thrown 
out in the process of union of the bone; an added 
factor may be the presence of the cubitus valgus. 

When a bone is fractured a neighbouring nerve 
may be affected in one of several ways. In the 
first place it may be ruptured at the time of injury. 
Secondly, it may be involved in the callus which 
is subsequently thrown out, and compressed by it. 
Thirdly, it may be subject to considerable irrita¬ 
tion by the projection of callus underneath it, or 
by deflection of the line of the arm, as, for example, 
in cases of cubitus valgus, resulting from a fracture 
in the neighbourhood of the elbow-joint, when, 
owing to the deflection of the forearm to the outer 
side, the ulnar nerve may become stretched, and 
by constant rubbing against the bone a condition 
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of interstitial neuritis set up, which may not show 
itself for some years after the original injury. 

In some of these latter cases it is possible on 
clinical examination to detect an enlargement of 
the nerve at the seat of the lesion. 

It is obvious that in this patient the only treat- 
ment which is likely to be at all effective is opera- j 
tion. Sometimes, particularly in those cases in which 
the nerve is constantly stretched and subject to 
pressure and consequent irritation with resulting | 
interstitial neuritis, prolonged rest effects material | 
improvement; but a relapse nearly always occurs 
when the arm is used again. 

In this, patient, however, one cannot afford to 
delay, and operation is strongly indicated. 

It is not likely that the nerve was ruptured at 
the time of the accident, although the boy says 
that he has not been able to use his hand since 
it was taken out of the splints, for there is still a 
certain amount of conduction in the nerve from 
the fact that the muscles supplied by it react to 
stimulation by the constant current, and also that 
sensation is not completely lost in the area of 
distribution of the ulnar nerve. It is probable, 
therefore, that the nerve in this case has been 
pressed upon by callus or possibly by the displaced 
epiphysis, and the treatment will consist in freeing , 
the nerve and chiselling a groove in the bone for 
it so as to relieve it from all pressure. There is 
still something else that will have to be done. If 
a groove is made in the bone and the nerve 
simply replaced, in a short time 'adhesions will ; 
form, and no benefit will be derived from the 
operation. It is therefore necessary to prevent the j 
formation of these adhesions. This can be done | 
in many ways. The best, perhaps, is by wrapping 
Cargile membrane round the nerve ; this is not 
absorbed for five or six weeks, and by this time 
there is little or no danger of adhesions to the 
nerve being formed. 

Under the most favourable circumstances sensa¬ 
tion will begin to return in the affected area in 
from six weeks to three months, but voluntary 
power is not likely to return to the muscles for a 
still longer period, and from the fact that the 
muscles have been paralysed for so long, and that 
there is so much contraction, it is possible that 
recovery will never be quite complete. 

The other patient is a man of 40 whom I first 
saw in July last year. At that time he was sent to 


me because of an un-united fracture of the ulna. 
The bone was broken, as the consequence of 
direct violence, at the junction of the middle and 
lower thirds. Apposition of the ends of the bone 
was not very good, but treatment by passive con¬ 
gestion by means of Bier's elastic bandage resulted 
in firm union in a few weeks. He subsequently 
got on well without complication until a short time 
before Christmas, when he noticed pain shooting 
down the back of the hand into the little and ring 
fingers. This has persisted, and is getting worse ; 
it is now almost constant, and is not limited to 
the hand, but also shoots up the arm. At night 
he finds that the only way of getting rest is by 
placing the arm across his chest with the hand on 
i the opposite shoulder. 

On examining the hand there is well-marked 
loss of sensation on the dorsum of the little and 
1 ring fingers, and corresponding part of the dorsum 
of the hand when he is touched with cotton-wool; 
j over the same area he is unable to distinguish 
between slight variations in temperature. His 
sensation to the prick of a pin, however, is lost 
over an area which is considerably smaller—that 
is, although it cannot be felt by the little finger, it 
is still appreciated by the ring finger. Deep pres¬ 
sure is still felt over this area. He has, there¬ 
fore, loss of both epicritic and protopathic sensa¬ 
tion in the region of the dorsal branch of the 
ulnar nerve. Examination of the palmar aspect of 
the little and ring fingers shows no alteration in 
sensation, and although voluntary action of the 
muscles of the palm is a little weak, there is no 
evidence of any electrical changes in them. 

There can be no doubt, then, that this patient is 
suffering from a lesion of the dorsal branch of the 
ulnar nerve. This branch is given off from the 
main trunk at a varying distance below the elbow, 
generally at some point in the middle third of the 
I forearm, and finally reaches the back of the hand by 
winding round the ulna a little below the junction 

of its middle and lower thirds. In its course it lies 

1 

directly on the bone. It is easy to understand, 

| therefore, that any tumour or projection from the 
bone may cause pressure on the nerve in its course 
| round it, and set up some such lesion as is present 
j in this case. 

When the ulna is examined, an enlargement of 
the bone is found at the junction of the middle and 
lower thirds. This is the situation of the fracture, 
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and there is no doubt that the enlargement of the 
bone at this level is due to callus which has been 
thrown out in the process of the union of the 
fragments. The ulnar nerve, therefore, as it winds 
round the bone is compressed by this callus which 
has been thrown out; this has set up irritation of 
the nerve with consequent interstitial neuritis ; this 
neuritis has given rise to the loss of sensation 
described above, and also accounts for the radiation 
of the pain up and down the arm. 

A further proof that the patient’s symptoms are 
due to a lesion of the nerve in that situation lies in 
the fact that, pressure on the nerve as it winds 
round the bone gives rise to severe pain in the area 
of its distribution. In all probability if the nerve 
were exposed, a swelling would be found on it at 
the spot where the irritation takes place, which on 
section would be found to consist very largely of 
fibrous tissue with but few axis cylinders. 

The lapse of several months between the acci¬ 
dent and the time when the first symptoms are 
noticed is by no means uncommon in these cases; 
sometimes, indeed, years may elapse before there 
is any evidence of irritation of the nerve, and then 
considerable difficulty arises in diagnosis in the 
absence of any history of injury. 

The treatment in this patient will consist i.n 
exposing the nerve, and if there is a considerable 
local enlargement it should be excised and the ends 
of the nerve united. If, how T ever, the nerve is simply 
involved in adhesions and shows no enlargement, 
it will only be necessary to free the nerve, form a 
groove in the bone in which the nerve can lie 
without undue pressure, and surround it with 
Cargile membrane to prevent the formation of 
fresh adhesions. If, however, it is found impossible 
to bring the two ends of the nerve together after 
excision of the swelling, in spite of stretching the 
nerve, some other method of union must be 
adopted. The most convenient, and the best, 
would be to excise part of the radial nerve in the 
upper two thirds of the forearm, and transplant it 
so as to fill the gap. It has been shown that the 
upper two thirds of the radial nerve can be excised 
without any loss of sensation, though division of 
the radial nerve in the lower third of the forearm 
will result in loss of sensation over the area 
which is generally recognised as being supplied 
by it. 

The prognosis in this case is good. The pain 


! will be relieved and sensation will probably ulti- 
| mately be quite normal. 

N/Evus of the Tongue. 

This infant was brought to me by her mother 
four weeks ago on account of the enlargement of 
her tongue. This was noticed soon after birth, and 
when I first saw the child she was only a fortnight 
old. 

The first glimpse I had of the tongue was when 
the child opened her mouth to cry, and it then 
appeared to be enormously enlarged, and to com¬ 
pletely fill the buccal cavity. But presently the 
child stopped crying, and I had an opportunity of 
seeing the tongue again. I found it was still large, 
but not so large as it had been a few moments 
before. Both sides of the tongue appeared to be 
equally involved, so that the enlargement was 
uniform. On pressure with the finger it was 
possible to still further diminish it, but it rapidly 
resumed its original size without pulsation when 
the pressure was removed. There was yet one 
other interesting point to be noticed, namely, the 
tongue took on a bluish tinge when the child 
! cried. 

j From a consideration of these various features of 
! the case there is no doubt that the child is suffer¬ 
ing from a naevus of the tongue. 

| Venous naevi or cavernous tumours of the 
tongue are usually congenital, though this is not 
always the case. As a general rule they are com¬ 
paratively small, and may even be multiple. They 
frequently project on the dorsal surface of the 
I tongue, but in this case the naevus appears to be 
nearer the ventral than the dorsal surface. 

At first sight one was perhaps tempted to con- 
| sider this a case of macroglossia, but a naevus is 
not usually included among the causes which give 
rise to this condition. The usual causes of 
macroglossia are three: 

First of all the congenital variety, in which there 
is a general hypertrophy of the muscles of the 
1 tongue, and which is associated with mental defi¬ 
ciency. 

Secondly there is lymphangiomatous macro¬ 
glossia. This arises in a lymphangioma, and can 
be diagnosed without much difficulty, as groups of 
, vesicles containing clear fluid are seen on the 
I tongue, unaccompanied by any signs of inflamma¬ 
tion. In these cases there is not only dilatation of 
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the superficial lymphatics causing these little 
vesicles, but also great dilatation of the larger 
lymphatics in the substance of the tongue. One 
of the most characteristic features of these cases of j 
lymphangiomatous macroglossia is their liability to 
recurrent attacks of inflammation which cause 
considerable enlargement of the tongue. As each 
attack passes off a certain amount of this enlarge¬ 
ment persists until the next attack, when a still 
further increase in size takes place. The condition 
is thus a progressive one. 

The third form of macroglossia is the result of 
an attack of acute inflammation or repeated attacks 
of chronic superficial inflammation. 

T here was no difficulty in this case in differen¬ 
tiating between the diagnosis already given and 
lymphangiomatous macroglossia or muscular hyper¬ 
trophy. As distinguishing it from the first of these 
two there were no lymphatic vesicles to be seen, 
and there was the dark blue tinge of the tongue. 
Muscular hypertrophy could be excluded at once 
from the variation in size of the swelling under the 
influence of crying and pressure. 

With regard to treatment, I have decided to wait 
before taking any active steps. During the last 
month there has been considerable diminution in 
the size of the tongue, and the swelling is much 
less marked than it w r as when first seen. Some of 
these naevi gradually disappear, though in other 
cases they steadily increase and may give rise to 
serious trouble. If the condition persists, or if it 
gets worse, electrolysis may be tried ; should this 
fail, ligature of the lingual arteries on both sides 
may be-undertaken, or, better still, ligature of both 
external carotids. Failing these, the only other 
possible treatment is removal of part of the tongue. | 

Syphilitic Periostitis of the Tibia. 

This patient is a boy, aet. 10 years, who has a 
swelling on the upper part of the tibia. He has 
noticed it for eight months, and it is very slowly 
increasing in size. He has some aching in the day¬ 
time, though not much, but at night it troubles 
him a good deal, and he finds that the leg is only 
comfortable when the clothes have been kicked off 
and the leg is exposed. There is a history of a 
kick on the shin two months before any swelling 
was noticed, but it does not seem to have been at 
all a severe one, and was not enough to necessitate 
his lying up. 


Ort examination a well-marked swelling is found 
arising from the upper fourth of the tibia. It 
gradually shades off into normal bone above and 
below. It appears to be limited to the antero- 
internal aspect, for there is no projection to be 
made out on the antero-external nor on the posterior 
surface. The swelling is hard and bony, there are 
no points of softening, and the temperature of the 
leg is somewhat raised as compared with that of 
the opposite side. 

The case is, therefore, one of a bony swelling of 
the tibia. In making a differential diagnosis we 
can in all probability exclude all forms of swelling 
of the bone originating within the medulla, that is 
to say, such causes of bony enlargement as Prodie’s 
abscess, benign cyst, and myeloid sarcoma, because 
we find that the swelling is limited to one aspect of 
the bone only. If it had been caused by some 
central condition, the bone would have been 
expanded and a swelling would have been detected 
on the other two surfaces. 

A localised enlargement of the bone, such as 
this, may be due to several causes ; among the 
commonest are periosteal sarcoma, periostitis, and 
exostosis. In this case the possibility of the swell¬ 
ing being an exostosis can be negatived at once; 
for an exostosis is almost invariably pedunculated, 
whereas in this patient the swelling shades off 
gradually into the surrounding bone. We are 
therefore left with the differential diagnosis 
between a periostitis and periosteal sarcoma. A 
periosteal sarcoma may in its early stages be 
limited to a great extent to one side of the bone, 
though it soon involves the other surfaces, and it 
is improbable that a periosteal sarcoma of this size 
would be limited to the antero-internal aspect only. 
Another feature of the swelling, namely its bony 
hardness, does not necessarily negative sarcoma, 
since a considerable proportion of the periosteal 
sarcomata consist largely of bone, and are known 
as ossifying sarcomata or osteo-sarcomata, but 
not infrequently in these cases one is ab'e to 
feel some point of softening, and moreover it 
is usual to see enlarged veins under the skin over 
the swelling. 

We have now reached a stage in our examination 
of the case when the X-rays should help the 
diagnosis. A skiagram has been taken, and it 
shows that the swelling consists of great thickening 
of the bone on one aspect of the tibia only ; there 
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is practically no involvement of the medullary 
cavity; further, the bone is laid down in super¬ 
imposed layers in the direction of the long axis of 
the bone. This tells us at once that the case is not 
one of osteo-sarcoma, for in this condition the new 


Bacteria. —Microbes are associated with many 
kinds of fermentation. Thus some, like yeast, 
cause alcoholic fermentation; others turn milk 
sour by causing the formation of lactic acid ; 
others cause the formation of acetic acid from 


bone is laid down at right angles to the long axis I 
of the bone, so that in the skiagram there appear 
to be numerous spicules of bone radiating from the 
shaft. 

The diagnosis has now been narrowed down to 
traumatic, tuberculous, or syphilitic periostitis. It j 
is improbable that the case is simply one of 
traumatic periostitis as there was such a long ! 
interval between the blow and the presence of any 
swelling or pain, apart from the fact that the blow I 
did not seem to be a particularly violent one. It ! 
is improbable that the condition is tuberculous, for 
after the lapse of eight months there would i 
certainly be some evidence of softening, and the | 
skiagram would not show such a uniform bony j 
deposit; the bone would not be so dense, but 
would be much more cancellous in appearance, j 
and would show areas in which the bone was | 
destroyed and had been replaced by tuberculous 
granulation-tissue. With regard to gummatous 
periostitis the history fits in with the diagnosis, for | 
these patients frequently give a history of injury , 
some little time before the swelling is first noticed. 
On the other hand, there is no evidence of j 
syphilitic stigmata on the patient, nor is the family t 
history at all suggestive. The skiagram does not 
negative the diagnosis. I 

It is quite true that the condition may be due to 
any one of these three forms of periostitis, but it 
is improbable that it is either purely traumatic or j 
tuberculous for the reasons already given. Are ! 
there any other means of finally deciding that the | 
condition is syphilitic ? There is one other ! 
examination which should be made, that is, the | 
Wassermann reaction. This has been done, with j 
a positive result. There is no doubt, then, that the 
boy is suffering from syphilis, and therefore we are 
justified in considering that this swelling on the i 
tibia is syphilitic. The case, therefore, is one of ! 
syphilitic periostitis. 

With regard to treatment, the usual anti-syphilitic | 
treatment by mercury and iodides will, without 
doubt, prove efficacious in a very short time. The ; 
mercury may be given by the mouth or by inunc- ! 
tion. Should there be no improvement under this 
treatment salvarsan may be administered as well. 

It is, however, remarkable how well many of these 
syphilitic bone lesions in children react to the 
ordinary treatment with mercury and iodides, even 
when softening has taken place. 
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alcohol. Thus one microbe aids the transforma¬ 
tion of ammonia into nitrous acid ; another turns 
nitrites into nitrates ; and thus these two prepare 
necessary food for plants by turning ammonia, 
which the roots of plants do not absorb, into 
nitrates, which they do absorb. Another set of 
microbes live in little colonies on the roots of some 
forest trees and of common pod-bearing plants like 
peas and beans and vetches. Thus, in what 
farmers call green manuring, if a green crop of 
wheat or oats be ploughed into the soil, the decay 
of the plants adds no nitrogenous richness to the 
soil, for all the nitrogen in these plants has been 
taken by them from the soil. On the other hand, 
if a crop of green vetches or of beans be ploughed 
in, the soil is enriched in nitrogenous compounds, 
for beans arid vetches, by the aid of the bacteria 
on their roots, have made use of the free nitrogen 
of the air. Some microbes are the cause of disease 
in man and animals. In certain cases the multi¬ 
plication of the particular microbe within the 
body causes mechanical injuries ; capillaries may 
be blocked up, cells and tissues may be broken 
down. In others, the microbes form some kind 
of poison which, carried through the body by the 
blood, arrests or disorders functions by action on 
the nervous system. It has been noticed that the 
poisons set free by such microbes, or anti-bodies 
excited in the blood by the presence of these 
poisons, are fatal to the microbes themselves, or 
may neutralise their poisonous products, and if 
death of the body affected does not occur in the 
interval, diseases due to microbe poisoning may 
run their course and then cease by the actual 
poisoning of the microbes themselves. An animal 
that has survived an attack of this kind is fre¬ 
quently immune to further attacks, and from this 
starting-point many attempts at preventive inocula¬ 
tion have been made. 

The above is taken from a book on 1 Outlines 
of Biology’ by Dr. P. Chalmers Mitchell and Mr. 
G. P. Mudge, published by Messrs. Methuen and 
Co., Ltd. This work has been revised by one 
who is still actively engaged in teaching medical 
students, and who, therefore, appreciates both the 
broad principles which they require and the 
limitations which must be set to their overfull 
curriculum. 
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A LECTURE 

ON 

DANGERS AND AFTER-EFFECTS 
OF ANESTHESIA. 

Delivered at University College Hospital. 

By DUDLEY W. BUXTON, M.D., B.S., 
M.R.C.P., 

Administrator and Lecturer on Anaesthetics 
at the Hospital. 


Gentlemen, —The subject of the dangers and the 
after-effects of anaesthesia is an extremely impor¬ 
tant one. I say u dangers and after-effects/’ because 
a great deal of the matter I shall have to bring 
before you will apparently be rather of the nature 
of the dangers of anaesthesia than of their after¬ 
effects. But if you will allow yourselves to consider 
it for a moment you will recognise that what is a 
danger during anaesthesia may not reveal itself 
until the patient has apparently recovered from the 
effects of the anaesthetic, so that what has really taken 
place during the anaesthesia is revealed as an after¬ 
effect. It is extremely difficult, if, indeed, it is pos¬ 
sible in all cases, to connect causally the anaesthetic 
or the analgesic with the post-operative phenomena. 
At the same time too much attention cannot be paid 
to these phenomena, nor can you devote too much 
attention in the endeavour to elucidate their causa¬ 
tion. When the subject of anaesthesia was regarded 
merely as a handicraft, little serious work was done 
in this direction, but latterly researches of substan¬ 
tial value have been carried out, and much that 
was imperfectly understood has become plain; 
fallacies which were handed down from generation 
to generation have been exposed, and shibboleths 
relegated to their appropiate limbo of oblivion. 
If you examine the manuals which are placed in 
the hands of students you will find mention of 
“ after-effects,” and these are duly catalogued and 
remedies suggested, but beyond a very proper 
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indication that excessive quantities of an anaes¬ 
thetic or complications which interfere with respira¬ 
tion will produce dire disaster, you will find no 
serious attempt is made to grapple with this most 
important problem as it is presented to the anaes¬ 
thetist and the surgeon. The events occurring 
within the first few days after an operation, when 
the patient is anaesthetised or brought under the 
influence of an analgesic by one of the many 
methods which are in use, are often attributed by 
the surgeon to the bad effects of the anaesthetic, 
and by the anaesthetist as a result of post-operative 
shock, and therefore outside the sphere of his 
influence. It is probable that both views are in 
some measure correct, although not entirely so, 
and it becomes the duty of the surgeon and of the 
anaesthetist to face the question dispassionately, 
and to concert measures which will minimise or 
remove the cause of the danger. It is essential to 
appreciate the fact that although it is usual to regard 
after-effects, such as vomiting, headache, damage 
to blood-cells, toxaemia, shown by glycosuria, 
albuminuria, acetonremia, paralysis and respiratory 
complications, neurasthenia, delirium and so on, as 
discrete and individual, they are as a matter of fact 
symptomatic of a general effect revealing itself in j 
a variety of ways according to circumstances. These 
conditioning circumstances, in the order of their im¬ 
portance, are : (i) The actual state of the patient 
at the time the anaesthetic was given and the 
operation undertaken. This also, in its turn, may 
be the direct result of the “ preparation ” of the 
patient practised before the anaesthetic was given. 
(2) The region operated upon, the extent of inter¬ 
ference with the tissues, and the nature of that ; 
interference, or what has been called the “ insult I 
to the tissues ”; the length of time occupied by 
the operation and such surgical incidents as trauma, I 
etc. ; and (3) the action of the anaesthetic.or anal¬ 
gesic, such action being specific to each agent, as 
well as the method employed in the administration. 
In many instances the question of method assumes 
the greatest importance, so much so that one recog- . 
nises that the correct choice of an anaesthetic for a 
particular patient or a particular operation may prove j 
calamitous if the wrong method of employing the 
anaesthetic is pursued, and so what should be an 
absolutely safe anaesthetic becomes under the cir¬ 
cumstances one of extreme danger. Although, as 
has been indicated, the sequelae of anaesthesia are 


associated, so far as their exciting causes are 
concerned, it is convenient to consider them as 
falling into certain groups, and I propose to do this 
under the headings—circulatory, respiratory, ner¬ 
vous system, metabolism. 

Thus we meet with “ collapse.” The patient is 
blanched, cold, the blood-pressure has fallen to an 
alarming extent, the breathing is shallow, slow, and 
tending to assume the Cheyne-Stokes type. The 
direct cause may be haemorrhage, or prolonged 
operation involving much dislocation of viscera and 
dragging upon peritoneal tissues or nerve-trunks ; 
but antecedent conditions of the patient, such as 
extreme youth or old age, severe anaemia, alco¬ 
holism, prolonged suppuration, dyscrasiai, involving 
albuminuria, glycosuria, prolonged fasting, pyrexia, 
will intensify the degree of shock and increase the 
probability of a fatal issue. The operation necessi¬ 
tating interference with the cerebral, cerebellar or 
spinal cord tissues, or with those of the kidney and 
the liver or uterus, are especially liable to bring 
about this additional collapse. Shock, /. e. as 
revealed by a fall of blood-pressure and loss of 
body-heat, occurs during the actual operation, but 
as I said in my opening, the result is not perceived 
until the surgical proceedings are actually completed, 
and in some of these cases the shock is apt to 
increase in severity even after the patient has been 
returned to his bed. In the case of the severe 
abdominal operations, the most severe shock arises 
when normal conditions of pressure in the 
abdominal cavity are altered, and the patient's 
condition steadily improves so soon as the 
abdominal parietes are sewn up and the normal 
condition of the circulation is thus restored. In 
all these operations the question of rapidity of 
operating and the gentleness in handling the 
viscera influence in no slight degree the question of 
after-shock. We thus see that even omitting the 
question of anaesthesia, there are in such cases 
certain factors making for the dangers of post¬ 
operative shock. We have yet to inquire in what 
direction anaesthesia and analgesia will act—whether 
shock is lessened by their use, or increased. The 
old view was that if narcosis was rendered more 
and more profound, shock due to operation was 
rendered progressively less. Indeed, reflex action, 
such as, for example, when the viscera are interfered 
with during manipulation, or dragged upon, or the 
bowel or liver are pulled upon, was regarded as a 
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proof that the patient was not fully under the in¬ 
fluence of the anaesthetic. I think a wider clinical 
experience reveals to us the important fact that the 
patient who is anaesthetic, who has passed well 
into the third degree of narcosis, does react, 
although wholly unconscious of various stimuli. 
This reaction involves the interaction of the central 
nervous system and the vagi. If we accept, on the 
experimental evidence—too strong to allow of any 
doubt about the matter—the view that the*central 
nervous system is rendered progressively paresed by 
the action of anaesthetics, we see that so long as 
the chain of communication is existent between the 
tissues of the viscera and the musculature and | 
the nerve centres, then the effect of an operation 
involving much shock will persist even though some j 
nerve centres are thrown out of action. The effect 
of pain upon a conscious man may, through his ! 
higher centres, cause him to faint. If you make him j 
unconscious he will no longer faint, in the usual j 
sense of the term, but the lowering mechanism con- I 
trolling the heart and blood-pressure are still in full j 
working order, for, as we know, cardiac inhibition 1 
is liable to occur either under anaesthesia or during 1 
analgesia. In another case, as we shall have to 
notice later, another factor—psychic shock—may 
be at work. Of course it is at work in the case of a 
sentient, conscious man. If complete nerve-block¬ 
ing were possible—arid we have yet to learn whether 
such can be the case—the central nervous system 
will be free from the danger of shock so far as the 
result from interference in a nerve area is con¬ 
cerned, but yet will be affected by haemorrhage and 
nervous inhibition, which will produce lower blood- 
pressure, and will certainly interfere with breathing 
and with the heart’s action. We have, of course, 
to consider in a particular relation the effects of 
anresthetics. It is better to have a correct idea of 
the general effect of anresthetics. and then to 
appreciate the particular effects which occur in the 
case of each individual anaesthetic. When we 
look at the history of the past on this subject we , 
find that the confusion to which I referred in my 
opening sentences, the confusion between the effect j 
of tlie operation and the effect produced by the 
anaesthetic, has persisted up to the present time, j 
If I may take a concrete example, you know that J 
one of the most common troubles following anaes- j 
thetics which has been brought forward as one of 
the main dangers of inhalation of general anaes- J 


j thesia has been post-operative pneumonia, but it 
| has been recognised only quite recently, and by the 
physician rather than by the surgeon, that many of 
the cases which have been assumed unhesitatingly 
to be so-called ether pneumonia, are as a matter 
of fact massive collapse of lung due to tissue 
injury — “ insult to tissue ” — during abdominal 
1 operations. So that in attempting to estimate 
| the causation of these after-effects and so pre- 
I venting them—prevention being of course the best 
form of cure—we have to consider the opera¬ 
tion and also the pre-existing state of the patient 
and the actual effect of the general anaesthetic. 
In speaking of the inhalation of the general anaes¬ 
thetic, I will first point out to you in explanation of 
what I said in regard to the importance of selecting 
the method, that the general remarks upon any 
anaesthetic have to#be modified when a particular 
method or combination is employed. The adverse 
criticism levelled against one anaesthetic may be 
removed by the use of some new method of 
employing it. For example, many of the draw¬ 
backs of ether are removed if we employ an intra¬ 
venous method which has been adopted in this 
country. That method has removed many of what 
were regarded as inherent drawbacks to ether—the 
i bringing about some of the less serious after-effects 
| incident to it. The general results of inhalation of 
; anaesthetics are the condition of interference with 
i the circulation, interference with respiration, in- 
| terference with the nervous system, and interference 
, with metabolism. The interference with the 
1 circulation is in the direction either of an initial 
! stimulation followed by depression, and the 
depression may be very considerable, a depression 
from the first, leading to a fall of blood-pressure. 
Then in respiration we have always to remember 
that the introduction of any foreign gas or vapour 
into the pulmonary circulation must to some 
extent interfere with the actual circulation there, 
independently of the effect upon the circulation 
engendered by interference with the central 
nervous controlling mechanism of respiration and 
circulation. But undoubtedly the main effect of 
the general anaesthetic will fall upon the central 
nervous system, and the effect will be in the direc¬ 
tion of producing great stimulation, or in the direc¬ 
tion of producing great depression. In the event 
of there being great stimulation, there must 
eventually arrive a time when the centre becomes 
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over-stimulated, and exhaustion follows excita¬ 
tion. 

Now some of the gravest after-effects are due 
either to exhaustion of the nervous system as a 
result of over-stimulation, or are due to depression 
of the circulation, which has produced a lessening 
of the blood-supply to the nerve centres, while the 1 
interference with respiration has prevented the 
blood-supply conveying the necessary amount of 
oxygen to the nervous system. Hence in both 
ways the central nervous system will have to stand 
the racket of this alteration, and the phenomena ; 
consequent upon such effects upon the central 
nervous system will arise in the case of a general 
anaesthetic. They will do so to a different extent | 
according to the kind of anaesthetic employed, and 
more especially according to the method adopted 
in the exhibition of that anaesthetic. Again, when | 
we turn to the question of metabolism we find that 
an important part of the subject is associated with 
the phenomena which are involved as a result of I 
interference with metabolic changes in the body. 
One knows that the ultimate effect of all inhalation 
of anaesthetics is one affecting tissues. Unfortu¬ 
nately we are not able to produce anaesthesia or 
analgesia by paresing the cells of the nervous § 
system without also producing, pari passu with that, 
an effect upon all the nervous areas of the body, ;.t 
and so we cannot do it without also influencing 
the nerve-cells which are concerned in controlling 
the metabolic functions of the organism. So we | 
find that cells of the liver, the cells of the kidneys, j 
the cells of the viscera generally, the cells of the ' 
lungs, and practically the cells all over the body ! 
will share in the effect produced by the general ! 
anaesthetic, so that as a result of that the cells are 1 
thrown into a condition comparable to hibernation ; 
they will for the time being carry on their function 
with far less vigour than under normal conditions. 
We are now able to appreciate the important point, 
that all the processes of the body, the controlling 
powers of the nervous system, the circulation, the 
respiration, and the functions of the glands and of 
the alimentary tract, will not only be affected by 
the anassthetic, but will be affected in a different 
degree according to the quantity of anaesthetic 
taken, the actual amount of which will be very 
largely enhanced by the length of the operation as 
well as by the method employed. Then you will 
see that these effects will fall far more heavily, as will 


[April 24, 1912. 

the after-effects—the point I am coming to—and 
will be much more grave in the case of persons who 
start with a hampered power of working in one 
direction or another, and in the case of persons 
who, through the stress of the operation, have a 
less copious blood-supply to counteract the de¬ 
pressing effect of the anaesthetic upon individual 
tissues. That consideration probably explains 
many of the serious post-operative effects which 
occur consecutive to the use of anaesthetics, but 
which do not always follow it, the point being that 
if these effects were due directly to the anaesthetic 
itself they should, and would, follow a routine result. 
However, we find that they occur only under 
certain conditions, the conditioning circumstances 
being the original state of the patient and of course 
the shock produced by the operation. The 
question of destruction of blood-cells, haemolysis 
after inhaling anaesthetics, is one of extreme impor¬ 
tance, tending in the same direction and in the same 
way as I have indicated. The fall of blood-pressure 
reacts upon metabolism by not removing in the 
ordinary way the tissue dtbris y and not supplying 
in the ordinary way an adequate amount of oxygen. 
This state of things leads to exhaustion of tissues, 
and in the case of the central nervous system and 
of that of the heart there is an initial stimulation 
followed by exhaustion and a tendency to collapse. 
One may say in passing that the actual gases 
contained in the blood, the condition of the blood 
gases, is a very important one in relation to 
after-effects. All the alterations I have indicated, 
where you have a certain amount of shock, 
exhaustion following stimulation, engenders in the 
blood a condition of excess of carbon dioxide 
and deficit of oxygen. This produces the external 
cyanosis with which we are familiar, and it also 
produces the results of cyanosis upon the tissues. 
Many of the after-effects are due to this cyanosis, 
this deficiency of oxygen and excess of carbon 
dioxide. But you must not go away with the idea 
in your mind that the tissues and the blood itself 
ever get into the condition of being unable to 
appropriate oxygen. Even at the moment of 
| death the blood of the animal will take up oxygen, 
and that is one of the great safeguards that we 
possess in dealing with the dangers and post-opera¬ 
tive effects of anaesthesia. We will now consider 
the individual effects produced on patients during 
anaesthesia by the changes that I have described. 
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Cyanosis.— This condition is responsible for 
many of the complications of anaesthesia. Even in 
giving nitrous oxide, which is the simplest and 
safest of the anaesthetics, whenever cyanosis is 
allowed to occur the patients will reveal after¬ 
effects which are wholly absent from the ordinary 
run of nitrous oxide cases ; patients will tell you 
that they feel “ upset ” as they never have felt 
before; that they have headaches and malaise, and 
for some time they are obviously ill. This con¬ 
dition is, I am sure, the effect of nitrous oxide 
only in the sense that that anaesthetic has produced 
cyanosis. The same thing obtains, I have no 
doubt, in the case of most of the after-effects, 
although these are so bizarre that one cannot 
always allocate them to one particular determining 
cause. It may be said generally that in all cases 
where cyanosis—that is to say, interference with 
respiration and partial asphyxia—has supervened, 
whether they occur under ether or under chloro¬ 
form, that the after-effects shown by th^ patients 
will be far more severe than those developed 
when no cyanosis has been allowed to inter¬ 
vene. Such patients when under the anaesthetic 
will be liable to certain reflex conditions, conditions 
which are less liable to arise, if they occur at all, 
when cyanosis does* not complicate the effect due 
directly to an anaesthetic. 

Circulatory Depression. —One patient when 
taken from the operation theatre to his bed is much 
more liable to faintness than under ordinary 
conditions. This may be a reflex condition, 
probably due to an exhausted state of the nervous 
system consecutive on excessive stimulation or 
depraved blood-supply. It may occur after any 
anaesthetic, but it is more likely to ensue after a 
very prolonged anaesthesia, and must be dissociated 
from that faintness which is due to the onset of 
nausea. It is a very difficult problem to 
determine whether post-anaesthetic nausea is the 
result of a fall of blood-pressure, or whether the 
blood-pressure fall is the result of the nausea. As 
I shall have to point out to you soon, the nausea 
and vomiting are symptoms which should be care¬ 
fully studied in order that you may determine their 
causation, because vomiting is not by any means 
due to one cause alone, and it is necessary that 
you should trace out the cause before you can 
accurately deal with the condition. This faintness, 
which in some cases is of a very unimportant 


j character, is often an indication of a much more 
serious condition. It is very commonly due to a 
| change of posture. I have known the case of a 
, patient who has been lifted from one couch to 
another and who has collapsed absolutely, and in 
j one such case the patient died as a result of 
1 a sudden change of posture. This is easily under- 
1 stood when you remember that after a prolonged 
operation the interference with the circulation is so 
, considerable, that a sudden change of posture will 
j either deplete the nervous system of blood or in 
some way interfere with the normal circulation, and 
there will be as a result an inhibition of the heart, 
from which the patient has not sufficient power 
to recover. The heart cannot escape from 
the inhibition. So the mere faintness following 
the anaesthetic is not a condition to be lightly 
reckoned with. A good many years ago a 
number of cases were published in one of the 
French journals of sudden deaths occurring in 
people who were apparently in a satisfactory condi¬ 
tion when they left the operating theatre, but when 
they were moved back to the ward they died sud¬ 
denly. Some of those were due to a condition of 
faintness which I have indicated; some of them 
were due to a faulty position in which the patient 
was allowed to lie; they vomited and died from 
suffocation. But the condition of faintness may 
lead to collapse, and that generally arises through 
I the patient being placed in a slightly faulty position, 
which, however, was sufficient to interfere with 
respiration. The increased difficulty of respiration 
will so materially hamper the heart as to produce 
circulatory failure. Several deaths have arisen as 
a result of this apparently trivial cause. If you 
take the trouble to examine the causation of death 
in those cases you will see the cause, trivial as it 
may appear, is quite adequate. A patient who is 
very profoundly under the anaesthetic will be 
breathing with a considerable amount of difficulty. 
Sometimes too much of the anaesthetic has been 
given and remains in the tissues; the slight inter¬ 
ference with breathing, due, maybe, to a weight 
on the chest or to the head being flexed or over¬ 
extended, or to some substance resting over the 
mouth, will increase the respiratory difficulty, and 
so a patient, if unwatched, may readily die. 
Similarly in the case of vomiting, when the vomitus 
is not properly ejected, the person being semi¬ 
conscious, a slight amount of solid, or even fluid in 
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the pharynx or air-passages, may lead to an amount 
of respiratory difficulty which will cause a fatal 
result. 

Collapse. —The condition of post-operative 
collapse is certainly due in part to the condition of 
the patient at the time of the operation, in part to 
the anaesthetic, and in part to the operation. The 
shock evinced by the patient is most marked in 
the case of persons who have lost much blood, in 
persons who have suffered a prolonged, exhausting 
illness, and in persons generally who are neuras¬ 
thenic. Again when there is any marked difficulty 
in breathing or some interference with the blood 
circulation, shock will develop early and be severe. 
Also when there has been any drain upon the 
system, such, for instance, as arises from prolonged 
albuminuria, shock is soon engendered. It must 
be remembered that a person who has to undergo 
a severe and lengthy operation will lose heat, the 
blood-pressure will fall, and these constitute shock, 
while if the method of giving the anaesthetic tends 
to cause a fresh fall of blood-pressure, there will be 
cumulative effect of the anaesthetic plus that of the 
operation, both producing a fall of blood-pressure; 
while if the anesthetic produces, as in the case of 
ether, a lowering of body temperature, that result 
will combine with the effect of the operation in the 
same direction, so that there will ensue a greater 
loss of body temperature, since the factors produc¬ 
ing shock are doubled, both the anaesthetic and 
the operation tending to produce increased shock. 
How do we deal with those cases ? To counteract 
the effects, as far as you can, an attempt is made 
to raise the blood-pressure and restore the body 
temperature. You inject physiological saline solu¬ 
tion, either by way of the rectum or directly into 
the tissues, and you will strive to retain the heat 
of the body by a hot-water chamber in the ope¬ 
rating table and by enveloping the body in cotton¬ 
wool and the use of hot towels over the area of 
operation. It is very important that patients 
suffering from shock should have sufficient pul¬ 
monary ventilation ; to effect this, oxygen must be 
administered. It is important, too, however, that 
the oxygen should be warmed before it is allowed 
to enter the lungs. This can be done by im¬ 
mersing the supply tube in hot water. The 
abdomen of such patients must be sufficently 
raised so as to facilitate the passage of blood from 
the large abdominal veins back into the heart. 


The treatment of shock may be summarised as 
follows: promote circulation and respiration, 
counteract the depletion of the circulating fluid due 
to haemorrhage by the introduction of saline, and 
check the loss of body temperature, 
j Over-stimulation. —What are the results of the 

I initial stimulation ? We are apt to be impressed by 
| those who advocate the indiscriminate use of ether. 

| I admit that I, in the days gone by, regarded ether 
' with greater favour than I do now. What is the 
attitude we should take with regard to those 
patients who need stimulating? It is urged that the 
| person should be stimulated in order to avoid the 
| operative shock of which I have spoken, and 
' therefore ether is employed—ether, or some other 
anaesthetic means of employing stimulation. The 
effect of this stimulation, however, may, by working 
upon the exhausted nervous system, produce still 
greater exhaustion. But even if the patient is not 
so exhausted at first, if the stimulation is able to 
reveal itself by quickening of the circulation and by 
; the increase in blood-pressure, you may have to 
face eventually one of the dire after-effects of 
anaesthetics. For example, owing to this over¬ 
excitation of the circulation, there may be rupture 
of an aneurysm. There has been recorded an 
instance of aneurysm bursting into the pericardium, 
as well as aneurysms in other parts of the body, 
which have either burst or cause dembolism owing 
to the incautious use of ether and its stimulation. 
So in all these conditions, stimulation may produce, 
quite apart from the operation, sudden death 
following operation as a result of over-stimulation. 
But of course the more common condition is 
exhaustion following over-stimulation, and this ex¬ 
haustion shows itself in the condition of shock. It is 
important to recognise that the best treatment ispra 
phylaxis—that is, to avoid the original stimulation. 
You may use ether, I admit, but the method you 
adopt must be one which will allow you to limit 
the amount, and will also allow you to avoid inter 
current troubles, such as an asphyxial condition. 
Indeed many of the arguments advanced against 
ether should more justly be brought against slipshod 
methods of its employment, since the judicious 
etherist will foresee and avoid the dangers to which 
I have referred. 

One of the most common of the series of after 
effects is interference with respiration occurring 
within some hours of the inhalation of the anaes- 
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tketic- It has been termed { ‘catarrhal pneumonia,” 
“pneumonia,” and so on. It is a catarrhal condition 
of the lungs, and is found usually associated with 
particular operations, and it is frequently assumed 
to be of septic origin. At one time it was thought 
that the inhalation from rubber bags in which 
pneumococci existed would produce pneumonia, 
but that has been discounted by our knowledge of 
the fact that the pneumococcus cannot live in the 
vapour of ether. If the pneumonia following ether is 
caused through a mouth infection, it is due to 
aspiration of the mucus, etc., from the mouth into 
the lungs. But the condition of catarrh of the 
lungs does occur after operation—largely in the 
case of mouth and jaw operations, when they 
are septic and due to a filthy condition of the mouth. 
Modern surgeons, and I hope modern anaesthetists, 
see that the mouth has been disinfected as far as 
possible before the patient inhales the anaesthetic. 
But even so, there is always a danger of some blood 
or mucus entering the air-passages, unless the 
anaesthetic is given so as to allow.the laryngeal reflex 
to persist. These after-effects are due, unques¬ 
tionably, to the fact either that blood, mucus, pus 
and so on, and even in some cases a certain 
amount of vomitus, has been aspirated into the 
lungs, or to the fixation of the chest by bandag¬ 
ing, after operations for removal of the breast, or 
abdominal sections, which prevents the ventilation 
of the lungs. The patient cannot cough and so 
clear the bronchi, the respiratory movements are 
restricted, and so pulmonary circulation is impeded 
and hence arise post-anaesthetic pulmonary com¬ 
plications. All those after-effects are dealt with on 
general lines. But the best thing to do is the careful 
preparation of the patient and the avoidance of any 
aspiration taking place. The preliminary injection 
of gr. of atropine will check salivation and 
mucus secretion and so prevent agreat deal of mucus 
being aspirated into the lungs. 

The other post-anaesthetic conditions I shall 
have to pass rapidly under review. These are, 
however, of extreme importance. Let us consider 
those septic conditions following various operations 
which are associated rightly or wrongly in a causal 
relation with the anaesthetic. It is found, for 
example, in cases of acute appendix abscess, that 
people who have inhaled chloroform are much 
more liable to extension of the septic trouble and 
may eventually die from this septic state than is 


i 

1 

j the case with those who have inhaled other anaes- 
I thetics. And one may hazard a guess in explaining 
! that statement, namely, it is probable that the 
resistive power of the septic tissue—and this will 
' probably apply to all tissue—to chloroform is 
lowered, so that we should expect that they would be 
, less able to withstand the intensive effects of ch;oro- 
I form displayed towards protoplasm, and therefore 
1 the tissue destruction which occurs is greater; fo‘* as 
the vitality of the tissue is diminished, so it becomes 
easier for it to succumb to septic infection. Now 
researches which have been carried out on thJs 
1 matter rather point to the truth of this suggested 
, explanation, for they have demonstrated that it 
I the case of some of the anaesthetics at least the 
; power exists of destroying the phagocytes, and as 
I a result the victory goes to the invading force of 
I pathogenic organisms. The phagocytes appear to 
I be destroyed, their fighting vigour to be lessened, 

I and the tissues of patients who have inhaled anaes- 
| thetics to be more prone to fall the prey of infec- 
1 tion than are those who have not been subjected 
| to the use of anaesthetics. 

| Let us rehearse briefly some of the more 
1 common complications. I spoke of vomiting, and 
| I said it was necessary for us to trace to its source 
1 the origin of vomiting. Vomiting may be either a 
1 slight complication, or it may be a very grave 
I complication indeed, leading eventually to death. 

1 Vomiting is due to either irritation of the mucous 
| membrane of the stomach arising from the entrance 
j of the anaesthetic condensed from its vapour into 
| the stomach or to interference with metabolism— 
j we will call it gastric vomiting—or it may be due 
| to brain conditions, and of course it may arise 
j from renal conditions. When vomiting arises 
from cerebral or cerebellar conditions it is believed, 
I think upon sufficient evidence, that this vomiting 
is caused by interference with the circulation in 
the central nervous, system during the prolonged 
operation. This may be due to the head having 
been kept at too low a level. We are in the 
habit of teaching that in order to avoid syncope 
the head should be kept low. We have now to 
face the question of the vomiting, and to be told 
that if the head is too low there will be a greater 
amount of vomiting. I think it is trtie that unless 
| there is obvious ischaemia of the brain, prolonged 
| depression of the head, . especially in plethoric 
persons, will tend to produce post-anaesthetic 
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sickness. And the treatment of it, I think, is that ! 
as soon as the patient has come through the opera¬ 
tion, if he is not greatly collapsed he should be 
kept fairly raised so that the head may not be sub¬ 
jected to the danger of congestive conditions. 

The actual vomiting from the stomach may be 
due to imperfect preparation of the patient. Take 
a case of this kind. A patient is starved for a long 
time. He then has a violent purge, after having 
been previously constipated, and the result of the 
purge given immediately before the anaesthetic is 
to produce a very considerable degree of hepatic , 
catarrh. As a result he vomits, and vomits bilious I 
material for a long time. If the patient is carefully | 
prepared, has no purge for two days previously to 
the operation, and has the bowels properly regu- , 
lated, such vomiting is avoided. In the case of 
a person who is known to be inclined to vomit, the 
best plan is to feed by the rectum for twenty-four 
hours before the anaesthetic and to allow copious I 
libations of hot water for three days before; in < 
this way you will avoid this after-effect. With | 
regard to the renal vomiting, that is a very, very j 
serious condition. It is due, not directly to the j 
anaesthetic, but to the operation, and while it is J 
primarily due to the operation it may be also due ! 
to too much anaesthetic having been given. 

I may say that nearly all the after-effects— ! 
vomiting, headache, acute mania—that result from ! 
over-stimulation or depression are commonly j 
caused by the method of giving the anaesthetic as ! 
much, or even more, than by the anaesthetic itself. ) 
There has been too much of the anaesthetic given, j 
This may arise in two ways. The anaesthetic has j 
been given either in too concentrated a vapour, or 
the narcosis has been kept at the same level through- | 
out a prolonged operation. We have yet to appre¬ 
ciate the fact that in order to remedy or prevent 
after-effects we must lessen the amount of the anses- j 
thetic throughout the operation, and do so in propor- ! 
tion to the actual requirements of the patient 
and the surgeon. If we do this, the elimination of 
the anaesthetic, which is the crux of the matter so 
far as the patient is concerned during the first 
twelve hours after the operation, we lessen the 
amount of work which has to be carried out by the 
lungs, by the kidneys, and by the tissues in general. 
But further, there is one important question which 
arises in regard to vomiting, and that is the con¬ 
dition which is spoken of as “ delayed chloroform 


poisoning,” or acidosis, the cardinal .symptom of 
which is restlessness, delirium followed by excessive 
vomiting, and death within forty-eight hours, as a 
rule from exhaustion. The most conspicuous sym¬ 
ptom is the presence of acidosis, or at least the 
presence of 0-oxybutyric acid or diacetic acid in the 
urine. This puzzling state we find is in many respects 
similar to the cyclic vomiting in children. In those 
cases we know that the vomiting is apparently re¬ 
lated to changes of diet. Now in the same way in 
post-chloroform vomiting we know it follows not only 
chloroform, but all other anaesthetics, and appears 
to have very little relation to the actual amount of 
anaesthetic taken. Hence we arrive at the con¬ 
clusion that the patient has died as a result of nar¬ 
cosis although other factors have been at work. The 
obvious treatment is to prevent starvation while we 
combat the symptoms. The old treatment was to 
give alkalies, but that line of action no longer 
appears convincing. We know the disease is due 
to exhaustion of the liver and to damaged tissue, so 
the treatment is to givft glucose, if possible by the 
mouth, or failing this, by rectal injection; treated 
in this way, these cases do, as a rule, extremely 
well. 

In conclusion, I would ask you to impress on 
your memory that anaesthetics first produce anaes¬ 
thesia ; if they are given in excess, they produce 
damage to the tissues of the body, and so arise 
deleterious “ after-effects.” When after-effects show 
themselves, seek to ascertain the exact cause and 
origin of their symptoms, and try to remove the 
cause and assist Nature to regain her balance 
of power. Remember that a patient’s vitality is 
lowered after undergoing an operation under an 
anaesthestic and so is extremely susceptible to 
malign influences such as cold, infection, and so 
on; hence it is your duty to protect him from the 
influence of such deleterious agencies. In this, 
as in all other cases, prevention is better than cure. 

April 22 nd, 1912. 


Fever-Producing Influence of Salt Solu¬ 
tion. — Wideroe’s animal experimentation has 
demonstrated that salt solution and Ringer’s solu¬ 
tion have an unmistakable effect in raising the 
temperature, yfiigh is not observed with sugar 
solution. The sugar solution, besides this advan¬ 
tage for inftision, has the further advantage of 
supplying nourishment to the patient.— -Journ. 
vol. lviii, No. 12. 
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A CLINICAL LECTURE 

ON 

INTESTINAL OBSTRUCTION. 

Delivered at the West London Hospital. 

By SEYMOUR TAYLOR, M.D., F.R.C.P., 

Senior Physician to the Hospital. 

Gentlemen, —The subject about which I have to 
speak to you today is intestinal obstruction. 
Most cases of this condition come first under the 
observation of the general practitioner or of the 
physician in consultation, and they are sub¬ 
sequently transferred to the surgeon. Nevertheless, 
it is part of the duty of the practitioner or physi¬ 
cian to be in a position to diagnose a case of 
intestinal obstruction, even though the treatment 
may be subsequently surgical. 

The actual condition of intestinal obstruction is, 
as a rule, easily diagnosed, but the actual cause of 
the obstruction often presents much difficulty. 
Murchison divided the causes of intestinal ob¬ 
struction into two great headings, namely, acute 
and chronic, and probably that differentiation is 
still the best, and my remarks to you to-day are 
Lased on Murchison’s teachings. Whatever the 
cause may be, there are certain signs and symptoms 
which may be almost called cardinal in their 
importance, and which are common to each. 

(1) There is no evacuation from the bowel, 
whether of faeces or of flatus. (2) There are 
distension and pain in the abdomen. (3) There 
is vomiting, which first of all consists of food, then 
of bile, then it becomes stercoraceous; but the 
contents of the small intestine only are voided in 
this way. (4) Collapse supervenes; the pulse 
becomes rapid, the temperature rises at first and 
then falls, death ensuing in a comatose or semi- 
comatose condition. (5) Indicanuria. This is 
mentioned last, because it occurs in every case of 
intestinal obstruction no matter what the cause 
may be. Therefore indicanuria is of little or no 
importance as a differentiating diagnostic symptom. 
It will be best for me to go over those five signs 
and symptoms with a little further detail. 

(1) If obstruction be complete it is obvious that 
only the contents of the bowel, whether they be 
gaseous or solid, can be passed from that part of 


the intestine which is below the obstruction. 
Therefore the results of enemata, even though 
they may be fairly good, should not be allowed to 
misguide us. For the obstruction still persists 
because you have only emptied that part of the 
bowel which is beyond the constriction. 

(2) Distension is usually symmetrical, though a 
distension limited to, or most accentuated over, a 
certain part of the intestinal canal may lead to the 
diagnosis of the site of the obstruction. Pain is 
usually at first referred to the umbilicus and the 
central area of the belly, and then it becomes 
widely distributed. But it should be always borne 
in mind that pain, and even actual tenderness, are 
not necessarily any guide to the seat of the lesion. 
On the contrary, I have known cases in which pain 
has been acute in certain localities of the abdomen 
which were far removed from the actual cause of 
the obstruction. 

(3) Vomiting: This will be more or less urgent 
as the obstruction is near to, or farther from, the 
stomach. The contents of the stomach are first 
ejected, and subsequently bile, then the secretions 
of the small intestine mixed with the dibris of 
digested food, and they possibly become faecal in 
odour. But in no case can the contents of the 
large intestine be returned unless the ileo-caecal 
valve shall have been previously damaged. This 
valve is so perfect in its mechanism that the large 
intestine will itself rupture before the valve can be 
overcome. 

I must make one qualification to that broad 
statement. I have seen a case of intussusception 
where the ileum went through into the large intes¬ 
tine, and in which the contents of the large 
intestine were returned through the invaginated 
portion of the ileum. That is the only exception. 
I repeat, the muscular valve is so perfect that the 
large intestine would burst before any portion of 
its contents would get back into the small intestine 
and into the stomach. 

(4) Collapse is a symptom rather of the latest 
than of the earlier stage. It is true that, amongst 
the first symptoms to be observed, shock is a 
prominent one. But a reaction soon occurs, and 
the condition then is marked by a rise of tempera¬ 
ture and quickened pulse. This again is succeeded 
by the stage of true collapse. In acute cases 
especially we have no guide as to when collapse will 
supervene. When it does take place the condition 
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is such as to afford little hope of recovery, and I 
shall be probably near the mark when I say that 
the abdomen is the most vulnerable part of man’s 
anatomy. 

(5) Indicanuria is invariably present, no matter 
what the cause of the obstruction. I have never j 
failed to discover the presence of indican when I 
have looked for it in the urine of a patient suffer¬ 
ing from intestinal obstruction. But beyond ! 
knowing the fact and remembering its presence I 
now attach no differential diagnostic importance to i 
the symptom. If it occurred, say, in strangulated ; 
hernia rather than in an intussusception, or in | 
appendicitis especially, this abnormal condition of 
the urine might then be of valuable diagnostic ! 
aid. But as it occurs probably in every case of 
intestinal obstruction, the symptom has only to be j 
mentioned and dismissed, since no diagnostic value j 
attaches to it. 

I will now proceed to mention the more frequent ■ 
causes of acute obstruction. 

Gall-stones .—They occur for the most part in 
women past the meridian of their lifetime. They 
vary in size, as you know, from a pin's head to a ! 
pigeon’s egg, but it is always a large sized gall-stone 
that causes obstruction. Stones which are no | 
larger than an acorn may, though rarely, escape by 
the common bile-duct. Large calculi may cause 
obstruction with or without any previous history of 
biliary colic. The patient may have no idea that j 
she* has such a thing as large gall-stones in the cyst, j 
They may be dislodged and burst through the 1 
previously ulcerated gall-bladder into the duodenum I 
or other part of the small intestine. And this dis- i 
lodgment occurs during parturition (of which I 
have known two cases), during defaecation, or I 
during any abdominal strain. Occasionally after 
their passing from the gall-bladder into the intes¬ 
tine these calculi may be disintegrated by chemical 
action, and all symptoms of biliary colic or 
obstruction of the bowels may then cease. As a 
rule, however, there is a history of previous attacks 
of colic, or of a localised peritonitis. But I repeat 
there must have been ulceration, with adhesion of 
the gall-bladder to the duodenum or some other 
part of the intestinal canal. A stone which is 
large enough to have caused an obstruction can 
never have passed down the common bile-duct. 
When there is a stone in the small intestine 
causing obstruction after a history of biliary colic 


you must remember the symptoms may intermit. 
The patient suffers from acute obstruction one day 
with partial relief the next day, and the symptoms 
may recur two days afterwards, and so on. That 
is probably due to the stone moving inches at a 
time, and then perhaps taking up such a position 
in the intestine as completes the obstruction. It 
will depend greatly upon the shape and size of 
the gall-stone. 

What is the treatment ? If you have reason 
to believe that a gall-stone is in the large intestine 
you may give with advantage large enemata of 
olive oil, and you will find that after a time the 
stone will work its way out per anum. But if you 
have reason to believe a gall-stone is causing an 
obstruction in the small intestine I would not trust 
to medicines, but would advise laparotomy at once. 
After the belly is opened the gut even may be 
incised and the stone extracted. Or, as I have 
known in two successful cases, the gall-stone may 
be needled—that is to say, broken up by a needle 
being thrust through the intestine : the concretion 
is thus rendered amenable to its passage through 
the intestine. But this is really a point for the 
surgeon to decide. 

Hernia .— The second cause of acute obstruction 
comes under the heading of hernia. One of my 
teachers in surgery used to say, “ If brought to a 
man, woman or child suffering from urgent vomiting, 
let one of your first inquiries be, 4 Are you 
ruptured?’” Bearing this in mind, you will, in the 
case of a patient with symptoms of acute obstruc¬ 
tion, search the groins, the thighs and the umbilicus 
for possible hernia in these regions. 

You must not overlook the fact that the intestine 
may obtrude through some aperture of the dia¬ 
phragm, or some other rare place of exit. Prob¬ 
ably none of these latter are discovered until the 
exploratory operation for its relief is being per¬ 
formed. 

Intussusception is the third cause. It occurs 
i for the most part in children. The statistics say 
that 40 per cent, of all cases of obstruction of the 
bowels are due to intussusception. This is very 
remarkable. And it is most frequently met with 
| in children under one year of age. The next 
frequent period of life is after forty. The intussus¬ 
ception may consists of one piece of gut invagi- 
nated into a lower part of the bowel, like an 
opera-glass. And occasionally a second invagina- 
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tion occurs into the first, so that there are then 
two complete invaginations. The most frequent 
site is in the ileum, which is invaginated into the 
caecum, and then the vomiting is most urgent as 
the obstruction is most complete. The cardinal I 
symptoms are diarrhoea, blood nearly always with 
the stools, which are very offensive ; there is charac¬ 
teristic tenesmus, there is a sausage-shaped tumour, ! 
which varies in size and consistency, and there is 
pain. The pain often intermits, but you must 
remember that the intermissions become shorter 
as the obstruction continues to be unrelieved. 
Occasionally, but very occasionally, nature effects 
a cure here, by reason of adhesions forming between 
the invaginated gut and the portion of the bowel 
which receives it. I can put my hand quickly on 
one or two cases in which that has occurred. One 
of special interest was related in the veterinary 
columns of the 4 Field.’ A mare had signs of ob¬ 
struction of the bowels and a veterinary surgeon 
diagnosed the case correctly. For some reason or 
other a blacksmith was called in and gave the 
mare a dose of Epsom salts, with the result that a 
large slough of intestine came away. The mare 
recovered, and the blacksmith was ignorantly 
esteemed as a better practitioner than the veterinary 
surgeon. 

What is the treatment of intussusception? You I 
know copious enemata have been advised, enemata j 
of warm water or large enemata of air. It has 
been recommended that the belly should be 
kneaded or that the patient should be suspended by I 
the heels, so that the invaginated intestine can j 
drop back into its proper position. But I would 
advise everyone of you if you have made a diag- | 
nosis of intussusception with tolerable correctness j 
to order laparotomy, and, the belly having been ! 
opened, that the bowel be not only restored to its 
proper site, but that it should be fixed by sutures, 
so that a recurrence of the invagination should not 
take place. The reason I give you this advice is 
this: that the operation, being performed early, 
gives the best chance of recovery, especially in 
these days of antiseptic surgery. And the mor¬ 
tality is very high—anything over 60 per cent.— 
unless relief is obtained early. 

Internal strangulation . — Adventitious bands 
cause this condition in 20 per cent, of the cases of 
acute obstruction of the bowels, and it is mostly the 
small gut that is obstructed, especially the ileum. 


There is generally a history of peritonitis having 
occurred in early childhood. The symptoms are— 
agonising pain with waves of exacerbation, though 
the pains never seem to cease. Constipation is 
complete; there is no passage of flatus even. 

There is rapid distension of the bowel. The 
constitutional symptoms are very acute; the pulse 
soon begins to run, the temperature is typical of 
shock, and vomiting is constant. 

Obstruction due to diverticula .—This condition 
is somewhat rare. I have only seen two cases. 

Obstruction due to volvulus , on the other hand, 
is the most frequent after intussusception and 
' strangulation by bands. It occurs mostly in men 
of middle life who have suffered from habitual con 
stipation, and there is usually a history of strain or 
1 effort as in lifting great weights or the like. 'The 
most frequent part of the intestinal canal that is 
twisted is the large intestine. The vomiting is 
often very slight and is rarely faecal. Probably 
about 5 per cent, of all cases of obstruction of the 
bowels are due to volvulus. 

The treatment of internal strangulation is much 
the same as the treatment of intussusception. If 
the diagnosis is evident the earlier the laparotomy 
is performed the better. And the surgeon will 
advise some means by which the twist in the 
mesentery shall not be allowed to occur again. 

Appendicitis is one of the commonest causes of 
obstruction. A very frequent history in such cases 
is that the patient has recently taken a large meal 
of indigestible food, or has had some severe strain 
upon the abdominal wall, such as during a long 
bicycle ride, or the like. But in the majority you 
will find that there has also been a history of 
previous attacks of pain, 44 needle ” attacks, as they 
are sometimes called, in the right side of the abdo¬ 
minal cavity. You must remember that the first 
attack of appendicitis is probably the most dan¬ 
gerous one. Subsequent attacks may not be so 
dangerous by reason of adhesions which have 
occurred as a result of the first outbreak. I have 
had great success in treating these patients by 
j keeping them rigidly in bed, by absolute starvation 
so far as food by the mouth is concerned, for a 
week or ten days, and by the administration of 
large enemata of oil by the rectum. I only urge 
surgical operation when the symptoms are such as 
! to suggest that suppuration will occur or has 
occurred. Should suppuration be present, it is 
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obvious that the sooner the belly is opened the 
better chance the patient has to recover. 

The sixth cause of acute obstruction comprises 
some comparatively rare conditions, amongst which 
may be mentioned haemorrhage or extravasation of 
blood such as occurs in scurvy and haemophilia, 
and which is diagnosed by collateral symptoms 
which every scurvy patient presents, and the family 
history which is apparent in every subject of 
haemophilia. 

Another rare cause is an accumulation of 
parasitic worms, mostly in the large intestine. 
There is probably a history of the parasites having 
been observed beforehand. Large enemata of 
warm water, of quassia infusion or warm tea 
will dislodge them and clear up the diagnosis. 

I will now pass on to the second heading— 
chronic obstruction of the bowels. 

Maligtiant ntiv growth comes first, and this 
occurs most frequently in the colon, and after that 
in the pylorus. If the obstruction occurs in the 
pylorus, dilatation of the stomach always occurs, | 
although the lumen of the pylorus itself may not be 
narrowed, and may actually be larger than normal. ! 
But in malignant disease the obstruction is greatly j 
due to paralysis of the muscular fibres of the nether 
end of the stomach not allowing its contents to 
pass into the duodenum. If obstruction occurs in 
the colon, it is well to remember as a diagnostic 
sign that the later stages are characterised by the 
passing of much mucus in the stools. 

There are two points I would like you to bear in 
mind as to all cases of malignant growth in the 
intestinal canal, and they are these. The end often 
comes with startling rapidity even although the 
patient appears to be doing well up to three or four 
hours before his death. Another point is, that 
notwithstanding that malignant new growth is 
regarded as one of the chronic forms of obstruction, 
it frequently happens that an acute obstruction in 
the intestine is the first symptom. I have seen one 
or two cases of patients suffering from cancer of the 
large intestine in whom the first symptoms noticed 
by the patient or doctor have been those of acute 
obstruction. The treatment of these cases, as far 
as I have been able to learn, is almost entirely 
surgical, though much may be done by careful 
dietary, entirely free from milk, to mitigate the 
patient’s distress. 

Simple stricture occurs very often in the rectum. 


Women are the most frequent sufferers. There is 
| nearly always a history of syphilis or of dysentery ; 
and when you bear in mind the various planes of 
fascia which exist in the pelvis to support the 
rectum and bladder and uterus, you will have little 
difficulty to understand how it is that women 
presenting a history of past syphilis are the most 
frequent sufferers from simple stricture. Usually 
there is no emaciation in these cases. The treat¬ 
ment should be directed towards dilatation of the 
stricture from below, and the administration of 
large doses of iodide of potassium. But iodide of 
potassium is comparatively useless unless the 
patient shall have had mercury previously for a pro¬ 
longed period. If there is no history of mercurial 
treatment, I would advise you to give the patient 
a mixture of perchloride of mercury and iodide of 
potassium such as appears in our hospital pharma¬ 
copoeia. 

Fcecal accumulation .—This occurs for the most 
part in old people, especially fat old women. The 
distension is slight, the symptoms of shock are not 
pronounced, the obstruction is not complete, and 
hence there is some attempt at relief by the bowel. 
But you can usually find “ lumps” of all shapes in 
the course of the transverse or ascending colon, 
though you^must bear in mind that these intestines 
may be, and often are, found in localities of the 
abdominal cavity which are far removed from their 
proper site. The temperature and pulse in these 
cases are usually normal until obstruction becomes 
a marked feature, when the ordinary symptoms 
common to other cases of obstruction supervene. 

! The treatment of these fecal accumulations is 
obviously one which should be directed towards 
j the emptying of the colon or sigmoid flexure, either 
by mechanical means, or by large enemata of oil or 
! of soap and water. I would caution you that the 
great danger in these elderly people lies in deferring 
i any active operation. I have histories of three 
i cases in my case book of patients who had died 
because active measures for emptying the bowel 
were not commenced earlier. 

In conclusion, I would draw your attention to 
the following points in every case of obstruction of 
I the bowels. First, shock is the predominant 
! symptom. Those of you who have seen service in 
warfare know well enough that an abdominal 
wound seems to be much more serious and much 
more incapacitating than a wound, say, of the 
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chest or .of the limbs. If the diagnosis as to the | 
cause of obstruction is doubtful, and operation is j 
decided upon, let your incision in the abdominal 
wall be such that it can command the appendix, 
since I have told you before that the site of pain 
is no guide to the site of a lesion. Vomiting is not 
dependent on the seat of obstruction so much as 
on the severity or completion of the obstruction. 
For instance, it may be an early symptom even in 
sigmoid obstruction if the obstruction is complete; 
it may be delayed in partial obstruction of the 
jejunum. If operation is decided upon I would 
urge you to have it done as early as you possibly 
can and before auto-intoxication occurs. It should 
not be performed when the patient is moribund. 
It cannot then save a life, and its failure will not 
enhance your reputation. Remember that nowa¬ 
days, thanks to British surgery, the operation of 
laparotomy is not the dangerous procedure which 
it was formerly, and I would caution you to advise 
it to be done as an exploratory diagnostic proceed¬ 
ing rather than allow a patient to die from delay. 

Such are the few remarks I have to offer you 
from a medical point of view on obstruction of the 
bowels. I hope they may be some guide to you, 
since I have told you that the general practitioner 
as a rule sees these cases first, although in the 
majority of cases the subsequent treatment is at 
the hands of the surgeon. 

April 2.2nd. 1912. 

Bismuth Poisoning. —Zollinger’s experimental 
research confirms the importance of getting all the 
bismuth out of the system as rapidly as possible 
when symptoms from it develop, and warm olive 
oil is recommended for this, especially when the 
poisoning is from a Beck fistula. The symptoms 
of bismuth poisoning from external application are 
fever, headache, nausea, difficulty in swallowing, 
stomatitis, blue line on gums, nephritis, convulsions, 
and lockjaw. With internal administration the 
symptoms occur very rapidly and run a rapid 
course, especially in children. Intense cyanosis, 
diarrhoea, dyspnoea, and death from arrest of respi¬ 
ration were symptoms in two infants one and two 
years old. ( No changes in the buccal mucosa were 
observed in these cases. In another case there 
was a metallic taste in the mouth, blue line and j 
erosions in lining of cheeks. Zollinger thinks that 
the symptoms in this latter case indicate bismuth | 
poisoning while in the two others the trouble was j 
more a nitrite poisoning.— Journ. vol. 

lviii, No. 12. 


A CLINICAL DEMONSTRATION.* 

By J. PORTER PARKINSON, M.D. 

Severe Purulent Pericarditis. 

I have brought this boy to show the good results 
which may follow after a severe purulent pericarditis. 
He was admitted under my care to the Queen’s 
Hospital for Children on October 27th, 1911, with 
a history of two days’ fever and dyspnoea. He was 
aet. 4^ years, well nourished, very pallid, but with 
cyanosis of lips and extremities. There were signs of 
consolidation at the posterior bases of both lungs. 
The heart seemed normal except forslightly increased 
dulness to the right. The urine contained pus, 
blood, and a considerable amount of albumen, and 
epithelial and blood-casts were seen on microscop¬ 
ical examination. The temperature was 103° F. on 
admission, but next day descended to ioo° and 
never rose much beyond that level. The respira¬ 
tions were 50 and the pulse 140. The temperature 
became normal on November 6th, while the 
signs in the right lung had disappeared some 
days earlier, but the pulse-rate remained the same 
and the heart-sounds were muffled, but there was no 
friction or increase of the cardiac dulness. The 
dulness at the left base persisted. The pericardial 
dulness began gradually to increase, till on Novem¬ 
ber 10th it reached upwards to the first rib and 
one finger’s breadth to the right of the sternum. 

I The cough increased and there was some swelling 
| of the face. On November 13th there was some 
j oedema over the pericardium. The next day my 
colleague Mr. Drew excised two inches of the fifth 
| costal cartilage and evacuated 10 ounces of pus 
* from the pericardium. This gave the pneumo- 
I coccus in pure culture. The child made an uninter- 
I rupted recovery, and by December 2nd the wound 
1 had completely healed, the signs of consolida- 
! tion at the base of the left lung having disappeared 
j a week earlier. The urine became normal on 
November 22nd. There are now no signs of 
enlargement of the heart or of pericardial adhesion, 
either clinically or by the X rays. 

This was a case of pneumococcal infection of the 
lung, the pericardium, and the kidneys. It is an 
open question whether there was pneumonia at the 
base of the left lung, or whether the signs there 

1 * At the Polyclinic. 
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were due to pressure of the pericardial fluid. The 
diagnosis of purulent pericarditis was not difficult 
in this case, and the treatment was obvious, but I 
may say that it is an unusually successful result, as 
the majority of such cases die. I should like to 
say that I never confirm my diagnosis of pericardial 
effusion by exploratory puncture, but if I consider 
it necessary I always call in the surgeon to incise. 

I do this on account of the great difficulty of diag¬ 
nosis between such an effusion and cardiac dilata¬ 
tion. Some years ago I saw a case which was 
diagnosed to be pericardial effusion and which 
proved afterwards to be dilatation with universal 
pericardial adhesion. In such a case exploratory 
puncture might have been disastrous. The albumen 
and blood were the result of a pneumococcal 
nephritis which seems to me to have become more 
frequent of recent years. All the cases I have had 
have cleared up shortly after the crisis. 

Fibrosis of the Lung. 

The next two cases which I am showing you are 
examples of fibrosis of the lung. The first is a boy, 
ret. 5 years, with a strong family history of chest 
disease. He has had attacks of bronchitis at 
frequent intervals all his life, and five weeks before 
admission had pneumonia, from which he has 
never quite recovered, having had dyspnoea and 
bringing up large lumps of sputum, and occasional 
vomiting, with loss of weight. He is now, as you 
see, fairly well nourished, but rather pale. The 
left side of the chest, .though not retracted, does 
not expand as well as the right ; there is increased 
vocal fremitus and impairment of the percussion- 
note over the whole of the left lung, except in the 
axilla and in the subclavicular region, where the 
note is almost tympanitic, and here the breath- 
sounds are cavernous; elsewhere the breathing is 
weak and bronchial. A few scattered rales «re 
heard. The right lung appears to be normal. 
The heart’s apex-beat cannot be felt, but there is 
no sign of displacement. The other organs are 
normal. Each morning the patient has a long 
attack of coughing, and brings up a large amount 
of purulent expectoration. This has been re¬ 
peatedly examined for the tubercle bacillus with a 
negative result, and von Pirquet’s skin-reaction is 
also negative. The X-ray report shows “marked 
density of the whole of the left lung except at the 
apex, where it is not quite so maiked.” 


Exploration at the base gave no evidence of fluid. 

This is evidently an example of chronic non- 
tuberculous fibrosis of one lung after acute pneu¬ 
monia, and from the signs at the apex and the 
excessive amount of sputum there is probably also 
dilatatipn of the bronchial tubes. 

The second case is a boy, set. 10 years, with a 
slight history of tuberculosis on the mother's side. 
At the age of three and a half it was stated that 
the right lung was much affected, and he has 
suffered from frequent colds and coughs. He is a 
pale, thin boy, with distinct flattening of the upper 
part of the right chest, which moves less well than 
the left. There is dulness over the second and 
third right interspace, and here the breath-sounds 
are cavernous ; elsewhere over the right side the 
percussion-note is impaired, and the breathing 
faintly bronchial with increased vocal resonance. 
The heart is displaced to the right, as shown by 
its dulness, the apex-beat being half-Svay between 
the nipple and the edge of the sternum, and by 
the X rays. There is no sputum. The X-ray 
report states that the diaphragm is almost motion¬ 
less on the right side, and the heart and mediastinum 
displaced to the right. There is much peribron¬ 
chial fibrosis on both sides, with enlarged glands 
on the left side. Von Pirquet’s skin reaction is 
negative. 

This is another example of pulmonary fibrosis, 
apparently non-tubercular, due to recurrent bron¬ 
chitis and broncho-pneumonia. No doubt there is 
a general fibrosis of the right lung most marked 
: at the apex, and here is a cavity due to dilatation 
I of a bronchus; this and the contraction of the 
fibrous tissue has produced the displacement of 
: the heart and mediastinum. 

The prognosis of these cases depends upon the 
1 extent of the disease, the constitution of the patient, 
and our ability to prevent the occurrence of lung 
infection by treatment, fresh air, etc. 

The chief difficulty in diagnosis is to determine 
whether the disease is tubercular or not, and in the 
absence of that organism in the sputum this is 
often impossible. If the family history is good, 
and the condition appears after acute pneumonia 
1 and affects chiefly the base of one lung, and 
I examination of the sputum is negative, then the 
process may be simple. Of the two cases I am 
showing to-day I believe the first to be non-tuber¬ 
cular and the second tubeicular. 
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As regards treatment, residence in pure fresh air 
is the first essential. Nutrition should be main¬ 
tained at its highest point, and cod-liver oil is use¬ 
ful. If there be much sputum I believe that an 
antiseptic inhalation is useful. A good one j 
recommended by Dr. Lees consists of twodrachms j 
of carbolic acid and creasote, i drachm of tincture 
of iodine and spirits of ether, two drachms of 
spirits of chloroform. Of this six to eight drops 
can be used on an oro-nasal respirator frequently 
during the day till the expectoration has ceased. 

Heart Disease in a Child. 

This patient, net. 12 years, is a good example 
of heart disease as seen in a child. She had 
chorea when five years old, followed by scarlet 
fever, and since then has frequently suffered from 
rheumatic pains. She came to the hospital com¬ 
plaining of headaches and giddiness. She is a 
thin girl. There is some precordial bulging. The 
apex-beat is under the seventh lib one inch outside 
the nipple line, and is markedly heaving; a 
presystolic thrill is occasionally to be felt. A 
systolic retraction is to be seen not only in the 
interspaces but also of the rib-cartilages and 
sternum, and a similar impulse is to be seen in the 
epigastrium and in the lower interspaces below the 
angle of the left scapula. The cardiac dulness is 
markedly increased to the left, but not much 
upwards or to the right. At the apex are well- 
marked presystolic and systolic murmurs, the first 
sound being short and sharp and the second not 1 
heard. An aoriic diastolic murmur is heard down 
the left edge of the sternum. The apex moves 
about an inch as the patient is placed on the right 1 
or left side. The pulse is about 80, regular, 
and not water-hammer. The lungs are clear and 
there is no evidence of disease in any other or^an. 
Here there is undoubtedly aortic regurgitation and 
double mitral disease with hypertrophy and dila¬ 
tation of the left ventricle. It is very probable 
that there is also some adhesion of the pericar¬ 
dium, as indicated by the great extent of the systolic 
retraction. The disease is compensated at present 
and so there are no symptoms. 

The prognosis of such a case as the present 
depends chiefly upon the four following points : 
First, the amount of valvular disease present. This 
is always difficult to estimate; the aortic second 
sound is present, and so there must be a consider- 
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able amount of valvular tissue, but the great enlarge¬ 
ment of the left ventricle shows that there must be 
considerable leakage. As there is very little enlarge¬ 
ment of the right heart the mitral disease cannot 
be great. 

Second, is the disease likely to increase? This 
may not happen if further attacks of rheumatism 
do not occur. This makes the prognosis better 
than the usual cases of aortic disease, which are due 
to a progressive degeneration and consequently get 
gradually worse. 

I Third, the condition of the cardiac muscle and 
its nutrition. Where the arteries are healthy, as in 
I children, the condition of the muscle is likely to be 
, K°od. 

j Fourth, the amount of strain likely to be put on 
the heart. In childhood there is the strain of 
J growth and of puberty and of the active life of a 
1 child. These often put a greater strain upon the 
1 heart than it can sustain. It is by due considera- 
1 tion of such facts as these that an attempt may be 
made to give a prognosis. 

Abdominal Tumour in a Child. 

The next case is a little girl, net. just 5 years, 
in whom an abdominal tumour was discovered three 
months ago. Up to that time she had been healthy 
and she had a good family history. On admission 
to the hospital a month ago a renal tumour 
was diagnosed. Mr. Clogg made an exploratory 
incision and found a tumour the size of a Jaffa 
orange, but which unfortunately extended across 
the great vessels to the hilus of the other kidney, 
and was therefore inoperable. The tumour you 
can see and feel extends from the thorax to an inch 
below the umbilical level; it is rounded and feels 
semi-solid ; it is movable but does not descend 
with inspiration. It extends behind under the 
erector spinae, and the colon resonance is to be 
made out over it. These are its chief distinguish- 
I ing features as a renal tumour. From its rapid 
| growth it is certainly malignant, and is most 
probably a sarcoma. The urine is normal, contain- 
| ing neither sugar nor albumen. There are no signs 
of secondary deposits. 

! This disease, though not common, forms the 
most frequent abdominal tumour in a child. In 
by tar the majority of cases it begins on the left 
side, and therefore may be mistaken for an enlarged 
spleen; the latter has a smooth superficial feel with 
notches and a sharp lower border, moves well with 
respiration, and is dull all over. Besides, it is always 
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possible to feel the posterior limit of an enlarged 
spleen. 

It is most unfortunate that the child was not 
brought to the hospital earlier, as when taken at a 
fairly early stage the results of operation are not 
invariably bad, and recurrence does not always I 
occur. 

1 

Acute Anterior Poliomyelitis. j 

I am showing you now a man, aet. 54 years, 1 
the subject of acute anterior poliomyelitis. Last 
August he had a short illness, spending three days 
in bed ; he then found that he could not move the 
left foot. This continued, but thinking it would 
pass off he had no treatment. He has now well- 
marked foot-drop, causing him to raise the left 
knee too high when walking in order to clear the 
toes from the ground. There is complete foot- 
drop, but he can move the toes fairly well. There 
is well-marked wasting of the tibialis anticus and 
the adjacent muscles, which show the reaction of 
degeneration. The toes are moved by the extensor 
brevis. 

At this age the disease is very uncommon ; out 
of 218 cases recently reported only nine were over 
thirty years of age. 

Rheumatic Nodules. 

I have brought this boy because I thought some 
of you may not have seen a case of rheumatism 
with so many subcutaneous nodules. His age is 
10 years, and for some years he has suffered from 
rheumatic attacks ; he has also a family history of 
rheumatism. He was admitted into the hospital 
in January with pain and stiffness in most of the 
joints, but no rise of temperature. The heart is 
hypertrophied and dilated, and double mitral 
murmurs are present. There were large numbers 
of nodules to be seen and felt under the skin, 
especially over the tendons of the back and front 
of the wrists, the olecranons, the shoulder girdle, 
the patellae, and front of the ankles, etc. Over 
the occipital bone they were a large size, some 
being as big as a hazel nut. On the whole they are 
now smaller and fewer in number than in January, 
but some fresh ones have developed in spite of 
salicylate treatment. I want to emphasise the fact 
that the cases where rheumatic nodules are present 
are usually chronic with little or no fever. There 
is almost invariably heart disease. The unfor¬ 
tunate part about these cases is that they do not 
respond readily, if at all, to salicylates. This drug 
seems to have little or no effect in preventing 
recurrent pains, progressive heart disease, and 
occasional febrile attacks. There is the possi¬ 
bility, then, that this chronic trouble is due to 
some secondary infection; but those who, like 
myself, have tried to find the organism have been 
unsuccessful. 

April 22 nd , 1912. 


Ionic Medication. —Treatment is applied by 
means of pieces of absorbent tissue soaked in a 
warm solution of sodium chloride and lightly 
squeezed, folded in long bands four layers thick, 
or bandaged round the joint three or four times to 
give a close adaptation, or wrapped round the joint 
eight to sixteen layers thick. The electrode, a 
flexible metal plate, is applied upon the absorbent 
tissue and fastened on by a bandage. The other 
“ indifferent ” electrode, similar in nature, is applied 
to different parts at different sittings, so as to change 
the direction of the current in the joint under treat¬ 
ment. By this means large currents may be readily 
tolerated when applied to the knee, and without 
burns occurring. The less the diseased joint is 
covered by soft parts, the more accessible it is to 
the electrical current, and the more marked are the 
results. Gout may be treated with advantage by 
the electrolytic introduction of the lithium ion 
under an anode of lithium chloride ; the current 
is doubly useful in this case, for it drives in lithium 
and removes the uric acid ion, which is to be found 
in the electrode. The electrolytic introduction of 
the salicylic ion from a cathode of sodium salicylate 
solution is a valuable mode of treating all painful 
affections. Salicylic acid is excreted in the urine 
and the local pains are quickly relieved. Salicylic 
ionisation is particularly valuable in trigeminal 
neuralgia; severe and chronic cases, resisting all 
other methods, may be completely cured by the 
introduction of the salicylic ion from a cathode 
consisting of a thick pad of absorbent tissue soaked 
in a warm 2 per cent, solution of sodium salicylate, 
and applied over the painful area. The intensity 
should be raised gradually as high as the patient 
can bear it. Sittings should last thirty to forty-five 
minutes three times a week. Cure is the rule ; in 
some cases it is very speedy, in others it may need 
twenty sittings. Salicylic ionisation is a useful 
treatment of all superficial neuralgias. Infected, 
inflamed, and painful wounds may also be treated 
by salicylic ionisation. Warts disappear after one 
or two applications of the magnesium ion. ' 

The above extract is taken from the * Medical 
Annual’ for 1912, published by John Wright & 
Sons, Ltd. This well-known annual has now 
reached its thirtieth edition, and contains a large 
amount of scientific practical work which has been 
done during the past year. 
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VISCEROPTOSIS AND ITS 
TREATMENT.* 

By R. MURRAY LESLIE, M.A., B.Sc., M.D., 
Senior Physician Prince of Wales’s General Hospital; 
Physician Royal Hospital for Diseases of the 
Chest. 


Visceroptosis, which may be defined as a “drop¬ 
ping ” of one or more of the abdominal viscera, is 
now becoming widely recognised as one of the 
commonest of all clinical conditions, although until 
recent years its significance has not been fully 
appreciated, while the importance of the sequelae 
upon which most of the symptomatic manifesta¬ 
tions actually depend is only now beginning to be 
realised by a comparatively small section of the 
medical profession. 

As far back as 1853 the great Pathologist 
Virchow described displacement of the intestines, 
which he at that time ascribed to local peritonitis, 
and which appeared to be the cause of certain 
forms of dyspepsia. It was not, however, until 
1885 that Dr. Glenard,+ of Vichy, gave the first 
more or less complete description of enteroptosis, 
and which therefore sometimes goes by the name 
of Glenard’s disease. This observer reported no 
less than 148 cases, and in most of them he 
associated the condition with a certain type of 
nervous dyspepsia. 

Recent writers prefer to use the term viscerop¬ 
tosis or splanchnoptosis as the generic title, and 
employ the terms gastroptosis, enteroptosis, colo- 
ptosis, nephroptosis, hepatoptosis or splenoptosis 
according as to whether the displacement entirely 
or mainly affects the stomach, the bowel, the colon, 
the kidney, the liver or the spleen as the case may 
be. 

Visceroptosis is such a common condition that 
probably at least one out of every three women 

• A Lecture delivered at the Medical Graduates’ College 
and Polyclinic. 

t Glenard, 4 Lyon Medicale,’ 1885. 
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are affected with an appreciable degree of dis¬ 
placement of one or more organs, particularly the 
right kidney and intestine. Einhorn found the 
condition in no less than 33 per cent, of all his 
female patients, the accuracy of which observation 
has been confirmed by others. In the majority of 
cases dropping of one organ is associated more or 
less with dropping of other organs. As will be 
shown presently the mere dropping of the organs 
is not of such significance as its pathological 
sequelae. 

Causation. 

As regards causation, many authorities believe 
that the condition is frequently congenital ’ 
Glenard himself thought that the main cause was 
a constitutional weakness or looseness of the 
mesenteric and other peritoneal attachments. 

He laid great stress upon the frequent presence 
of a horizontal cord-like thickening which he took 
to represent the contracted band of the transverse 
colon, and believed that the starting-point in 
visceroptosis was the dropping of the hepatic 
flexure of the colon due to relaxation of the 
hepatocolic ligament. 

Landau, on the other hand, was of opinion that 
the primary cause was a congenital weakness of the 
abdominal walls. 

A particular body type has been described—a 
slender skeleton, a long attenuated thorax, with 
sometimes a floating tenth rib, soft, flabby 
abdominal muscles, and a defective development 
of the panniculus adiposus. According to Dr. 
Harris the main congenital abnormality is a marked 
contraction of the base of the thorax. 

Other observers, however, are equally emphatic 
in stating that visceroptosis is more often an 
acquired condition. Arbuthnot Lane and one or 
two other observers explain the abnormality from 
the standpoint of evolution. Quadrupeds do not 
appear to suffer from visceroptosis, and accordingly 
it seems conceivable that the assumption of the 
erect posture by man may be directly responsible 
for the dropping of the viscera owing to the effect 
of gravity coming into play, and so causing the 
abdominal viscera to tend to fall from their own 
weight. The abdominal walls, particularly if lax 
and flabby, are often unable to support this extra 
strain, while the constant drag on the visceral 
attachments from early childhood onwards may 
play a conspicuous part in producing the condition. 


Mr. Lane, indeed, states that in civilised countries 
the erect or semi-erect posture is maintained during 
all one’s waking hours, for no less than sixteen or 
seventeen out of the twenty-four hours each day, 
during the whole of which time there exists a con¬ 
stant tendency to the falling of the viscera in the 
abdomen. This is in shsfrp contra-distinction to 
the habit of life among our primitive ancestors, who 
probably spent the greater part of the twenty-four 
hours lying or squatting on the ground. In this 
connection it is possible to imagine that the 
different obliquity of the pelvic brim in the female 
would partly account for the greater frequency of 
the condition among women, the pubic arch giving 
less support to the overlying viscera, particularly 
when taken in conjunction with the wearing by 
them of wrongly constructed corsets — which 
Einhorn believes to be an important causal factor, 
particularly when the corset exerts pressure on the 
base of the thorax and upper part of the abdomen 
—while the more lax condition of the abdominal 
walls in women would offer less resistance to the 
downward pressure. 

Keith was of opinion that the condition is often 
due to wrong method of respiration, and according 
to him the contraction of the diaphragm, and parti¬ 
cularly of its crura, is the important factor in 
producing downward displacement of the under¬ 
lying organs. 

An argument in favour of the frequent presence 
of some congenital defect lies in the observation 
that young unmarried Swedish girls who have never 
worn corsets, and native women who wear no 
constrictive bands of any kind, and even quite 
young children in civilised countries, may have 
the condition quite well developed. 

There is no doubt, however, that such condi¬ 
tions as stretching of muscles and relaxation of 
ligaments due to repeated pregnancies, constricting 
bands, wasting and asthenic diseases may all be 
important causal factors in individual cases. The 
solid kidney and the habitually overloaded 
stomach and colon, as might be expected, are 
particularly prone to prolapse. The probability 
is that in a civilised community we often have to 
do with both acquired and congenital causes. 
Among secondary contributing causes we may 
mention strains, as in lifting weights, emaciation 
with loss of fat and a general constitutional con¬ 
dition of neurasthenia with muscular debility. 
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As regards age, the majority of cases occur 
between twenty and fifty, though the condition has 
been found in quite young children. 

As regards sex, the condition is much more 
common in women than in men. Glenard found 
floating kidney in 22 per cent, of his women 
patients as compared with 2\ per cent, of his men 
patients, while the records of the Johns Hopkins 
Hospital showed that one out of every five women 
and one out of every fifty men had movable kidney, 
giving a proportion of ten to one. Meinert found 
gastroptosis in no less than 80 per cent, of all his 
gynaecological patients, while Thompson found 
that this variety of visceroptosis was six times more 
common in women than in men. The marked 
preponderance of right-sided displacement of the 
kidneys is attributed by some authorities to the 
fact that the right kidney is situated in close 
apposition with the heavy liver, through the medium 
of which it is subjected to a movement of depres¬ 
sion with each inspiratory descent of the diaphragm. 
On the other hand, Arbuthnot Lane believes that 
the drag exerted upon the kidneys by the large 
bowel, owing to adhesions, is much greater on the 
right side than on the left, and hence the mobility 
of the right kidney is correspondingly greater. 
According to this observer, the other two factors in 
inducing dropping of the kidney are, on the one 
hand, the absorption of fat, which he states is often 
the result of intestinal auto-intoxication, and on the 
other, enfeeblement of the abdominal walls, which 
may have the same origin. Indeed, he goes further, 
and asserts that these last two factors, namely, the 
rapid loss of fat and the associated degenerative 
changes in the abdominal muscles and supporting 
tissues, so commonly met with in chronic constipa¬ 
tion, affect more or less all the viscera in the 
abdomen, which thus lose their natural supports 
and a condition of visceroptosis ensues. He is of 
opinion that the bulky liver has been unduly 
blamed * for much trouble which is actually pro¬ 
duced by faulty mechanics in the intestines. Mr. 
Lane also believes that the customary sitting 
posture during the act of defaecation almost in¬ 
variably adopted in civilised countries as con¬ 
trasted with the natural squatting posture, is partly 
responsible for forcing the viscera, and more par¬ 
ticularly the caecum and transverse colon, into the 
true pelvis. He states that in the squatting pos¬ 
ture the forcible apposition of the thighs on the 


abdomen empties the caecum and transverse colon, 
retains the kidneys and other viscera in position 
during thfe period of greatest strain, forces up the 
sigmoid, drags the rectum upwards and straightens 
it, so that the passing of faeces through the rectum 
is very materially facilitated. These physiological 
facts should be brought before the notice of our 
sanitary engineers, who could easily give facilities 
for the adoption of the natural squatting attitude, 
the present high seats being specially harmful in 
the case of short men, women and children—a fact 
which is now sufficiently well recognised to make 
the provision of footstools in private lavatories an 
accepted necessity. Indeed, the greater frequency 
of constipation among women and children may be 
more commonly due to this cause than is generally 
supposed, while this factor in association with con¬ 
stipation and its effects may have a larger share in 
accounting for the greater frequency of viscero¬ 
ptosis among women than either the corset or 
the general relaxation due to repeated pregnancies. 
In this connection it may be stated that the abdo¬ 
men of the woman is placed at a considerable 
mechanical disadvantage as compared with that of 
the man in virtue of its greater relative length, 
while the mechanical interference exerted by an 
over-loaded caecum and colon is exaggerated in the 
woman by the constriction of the waist and by the 
imperfect development of the abdominal muscles. 

Degrees of Visceroptosis. 

In gastroptosis the prolapsed stomach as a rule 
occupies a semi-vertical position, the pyloric end 
descending while the cardiac end is more or less 
fixed (see Figs. 1 and 2). When there is much 
atony present in addition to the ptosis, Dr. Hertz* 
has shown that the lowest part of the stomach sags 
so deeply and the body of the stomach becomes so 
stretched that the lumen of the body may become 
actually obliterated when the patient is in the 
vertical position, a condition which disappears 
immediately after the horizontal position is as¬ 
sumed. The dilated lower end may be found 
right down in the false pelvis. 

The condition of gastroptosis is often not diag¬ 
nosed owing to the fact that it may be quite normal 
in position when the patient lies down on the 
examining couch, and yet drops down to quite a 
low level as soon as the erect posture is assumed. 


* ‘ Brit. Med. Journ.,’ February 3rd 1912, p. 225. 
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In the case of enteroptosis the position of the 
bowel varies very considerably, according as to 
whether the patient is lying down or standing up. 
The most definitely prolapsed portions are usually 
the lower end of the ileum behind the ileo-csecal 
bowel, the caecum and transverse colon, all of 
which may be found bunched together within the 
false pelvis, and not infrequently passing down into 
the true pelvis (see Fig. 9), and so interfere with the 
functions of the true pelvic organs. 

The U-shaped displacement of the transverse 
colon into the pelvis will be referred to later, and is 
represented in Figs. 6 and 7. 



Fig. 1. —The long dropped stomach and duodenum in a 1 
case of suspected duodenal ulcer. The distended 
duodenum on examination with the fluorescent screen 
appeared to be struggling to overcome some obstruc- , 
tion at its outlet. C., P. Cardiac and pyloric portions 
of stomach. Py. Pylorus, a, b , c. First, second and 
third parts of the duodenum. Cr. Crest of the ileum. , 
(Radiogram by Dr. Alfred Jordan.) 

As regards the kidneys , all degrees of mobility 
and displacement may be found. The organ may 
be just palpable below the costal margin (see Fig. 
2), or it may be freely movable in every direction 
and may be actually found within the pelvis. 

The liver is not usually so markedly displaced 
as the other abdominal organs, owing to the strong 
diaphragmatic attachments, and to the fact of its 
fitting so accurately into the dome of the diaphragm. 


I recently, however, saw a well-marked case of 
hepatoptosis where the lower end of the liver was 
found at the level of the umbilicus, with its upper 
border almost corresponding to the right costal 
margin. The condition is clinically important in 
so far as it is apt to be mistaken for enlargement 
of the liver. Keith suggests that the frequency of 
gall-stones in cases of enteroptosis may be the 
result of descent of the liver producing prolapse of 
the duodenum, head of the pancreas and termina¬ 
tion of the common bile-duct, thus partially ob¬ 
structing the entrance and exit of the bile to and 
from the gall-bladder. 

The spleen may be very much displaced, and is 
usually associated with other forms of visceroptosis. 



c 


Fig. 2. —Case of general visceroptosis and gastro-intes- 
tinal stasis. The lower limit of convexity of stomach 
displaced towards false pelvis with pylorus at level of 
umbilicus. C«ecum had dropped down into true pelvis, 
being situated behind pubic arch. Note dropping of 
hepatic flexure in contrast with splenic flexure, fixed 
high up near dome of diaphragm by costo-colic liga¬ 
ment. Lower limit of V-shaped transverse colon 
reached down to the true pelvis. The right kidney was 
freely movable, wdiile lelt kidney was palpable, below 
costal margin. As indicating the general stasis I 
may mention that four hours after the bismuth meal 
none had left the stomach. It was ten hours later 
before the bismuth had gone into the csecum and 
ascending colon, a considerable amount still remaining 
in the stomach. Thirty hours had elapsed before the 
bismuth had reached the upper part of the ascending 
limb of the V-shaped transverse colon. (Case radio¬ 
graphed by Dr. Hertz.) 

The spleen has been met with so low down that 
it has on more than one occasion been mistaken 
for a tumour of one of the pelvic organs. 
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It is readily understood how prolapse and back¬ 
ward displacement of the uterus may be produced 
owing to the super-position of the abdominal 
organs bunched into the false pelvis. 

Pathological Changes consequent on 
Visceroptosis. 

Mr. Arbuthnot Lane’s* epoch-making investiga¬ 
tions in regard to the mechanism of the various 
pathological changes induced by visceroptosis and 
intestinal stasis have quite revolutionised our 
ideas on this important question, and his observa¬ 
tions have been in large part confirmed by others, 
particularly by Mr. Charles Mayo, of Rochester, 
and other observers in America, where Mr. Lane’s 
brilliant exposition is hailed almost as a new 
gospel. Proverbially a prophet hath no honour in 
his own country or city, but personally I feel con¬ 
vinced, not alone from my study of Mr. Lane’s 
writings, but from personal experience of quite a 
considerable number of cases, that Mr. Lane’s 
theories, possibly in a slightly modified form, will 
emerge triumphant. It would be quite impossible 
in this lecture to go fully into the matter, but I shall 
attempt to indicate the principal points as clearly 
as I can, illustrating these as far as possible from 
cases which have come under my own immediate 
observation. 

The three principal phenomena resulting from 
dropping of the viscera are : 

a. The formation of adhesions —along the lines 
of resistance to downward displacement. 

b. The production of kinks —along the course of 
the gastro-intestinal tract. 

c. Gastro-intestinal stasis —with delayed diges¬ 
tion, constipation, and auto-intoxication. 

a. Adhesions. 

These adhesions are in no sense the result of 
inflammation, but are in reality conservative struc¬ 
tures developed so as to exert the beneficial effect 
of opposing the natural tendency to dropping of 
the viscera due to the action of gravity during the 
long hours from early morning until late at night 
that the individual is in the erect posture. 

* “ Operative Treatment of Chronic Constipation,” 
Clinical Journal, 1901, Nisbet & Co., Ltd., 1909; 

Papers on Adhesions, Kinks, Distension Changes, and 
Intestinal Stasis,” 4 Surg., Gyn., and Obstet.,’ Chicago, 
1910, vol. xi, and 1911, vois. xii and xiii; 4 Lancet,’ April 
joth, 1910 ; 4 Brit. Med. Journ.,’ April 22nd, 1911, p. 913. 
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When a viscus drags upon its mesenteric attach¬ 
ment a thickened fibrous band forms along “ the 
line of drag” and may be so strong as to merit the 
name of an acquired or supplementary mesentery. 
Thus, in the case of the colon, such a mesentery 
may contract and form a definite suspensory liga¬ 
ment, securely fixing the bowel and so preventing 
its downward displacement into the true pelvis, 
where its presence would naturally interfere with 
the functions of the pelvic organs. These acquired 
mesenteries and adhesions are described by Mr. 
Lane as being “ the crystallisation of lines of resist¬ 
ance to downward displacement of viscera.” 

In common with many others I was at first 
extremely sceptical as to the presence and signifi¬ 
cance of these adhesions, but six years ago I 
became a convert as the result of my observation 
of a particular case of chronic intestinal stasis of 
many years’ standing. After trying the usual 
medical and hygienic remedies without permanent 
benefit, and as the patient was steadily losing 
weight and appeared to be actually sinking from 
asthenia, I took her to Mr. Lane, who eventually 
short-circuited the ileum into the sigmoid colon 
and resected the remainder of the large bowel. 
Several thick adhesive bands were clearly demon¬ 
strated at the operation such as I had never 
observed during a long post-mortem experience as 
a hospital pathologist, and which were certainly 
abnormal. My later experience of a considerable 
number of similar post-operative demonstrations 
preceded by radiographic examinations has only 
tended to strengthen my belief in the importance 
of these adhesive structures, and I feel I can with 
confidence predict that a similar view will sooner 
or later be universally accepted by both physicians 
and surgeons. 

In the case of the stomachy which in the erect 
posture is apt to be displaced downwards by its 
contents after a meal, and by the drag of a loaded 
or over-loaded transverse colon, the natural gastric 
supports, viz. the oesophageal tube and the weak 
lesser omentum, are often unequal to the strain, and 
accordingly a supplementary support in the form 
of a new adhesive band forms between the pylorus 
and the under surface of the liver in front of its 
transverse fissure, extending along the cystic duct 
and gall-bladder. 

This anchoring of the pylorus to the liver with 
the drag downwards of its convex greater curvature 
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by the loaded transverse colon leads to difficulty in 
evacuation of the stomach contents, and consequent 
progressive dilatation ensues. 

Adhesions are specially apt to form in the case 
of the different portions of the large intestine. A 
chronically distended cacum tends to drop into the 
pelvis, but Nature intervenes, and endeavours to 
prevent this displacement by developing adhesions 
between the outer aspect of the caecum and the 
parietal peritoneum covering the adjacent abdo¬ 
minal wall, and in many cases a supplemental 
mesentery is formed. These adhesions, while 
anchoring the caecum, occasionally constrict its 
lumen and render it liable to partial obstruction, 
and what is perhaps still more important, are apt to 
involve the appendix, with disastrous results, as we 
shall see later. 

As regards the colon proper, the hepatic flexure 
may develop a special band of adhesions, fixing it 
to the right kidney and adjacent abdominal wall, 
and this attachment may be an important causal 
factor in producing ptosis of this kidney. The 
splenic flexure , in contrast with the hepatic flexure, 
is naturally well anchored, being fixed high up at 
the level of the dome of the diaphragm by the 
strong costo-colic ligament, which no doubt becomes 
thickened as the downward strain develops. 

The transverse colon , with its two extremities thus 
fixed, tends to fall in the form of a U-shaped loop, 
which may pass right down into the true pelvis. 
Similarly adhesions may form between the limbs 
of the U-shaped transverse colon and the ascending 
and descending colons respectively, thus tending to 
fix this part of the bowel in its abnormal position. 

The descending colon may also become adherent 
on its outer surface to the peritoneum covering the 
adjacent abdominal wall. 

Similar adhesions form in connection with the 
sigmoid loop, and according to Mr. Lane, form the 
first supplementary mesentery that is acquired after 
the erect posture is assumed, and which he has 
observed well developed in a child, aet. 2 years, 
whom he had short-circuited for tuberculous disease. 
This band develops in order to resist the tendency 
to the downward displacement of the large bowel 
into the true pelvis. In thus fixing the sigmoid 
at the level of the brim of the true pelvis on 
the left side the beneficial effect of this adhesive 
band is obvious. At the same time, there is a ten¬ 
dency for these supplementary peritoneal adhesions 


to narrow the lumen of the gut, and thus obstruct 
the passage of solid fecal matter through it. The 
resulting difficulty of evacuation of its contents may 
lead to sacculation of the bowel and ulceration of 
the mucous membrane. In the case of the patient 
already alluded to, we found the left ovary, as is 
not infrequently the case, involved in the sigmoid 
adhesions, processes from which actually passed 
into the substance of the ovary, which was under¬ 
going cystic degeneration, and was accordingly 
excised. Mr. Lane believes that volvulus of the 
sigmoid is the result of rotation of the sigmoid loop 
upon a base formed by its two extremities 
approximated by contracted adhesions. 

In all parts of the colon wasting of the involuntary 
muscular tissue of the walls and consequent atony 
of the bowel frequently develops as the result of 
diminution of functioning power consequent on 
fixation due to these adhesions. 

b. Kinks. 

Ewald believed that the frequency of constipa¬ 
tion in women was largely the result of kinks 
produced in connection with visceroptosis, and 
was of opinion that in addition to actual 
mechanical obstruction these kinks and the drag¬ 
ging of the peritoneal bands produced a reflex 
irritation of the bowel and consequent interference 
with both its motor and secretory function. It is 
to Arbuthnot Lane, however, that we owe our 
present knowledge of intestinal kinks, their mode 
of production, and their direct and indirect effects ; 
and although, like all enthusiasts, he may make 
greater claims than the actual facts may seem to 
warrant, yet the scientific truth of his main conten¬ 
tions, though recently hotly disputed, has never been 
disproved. 

Let us look at some of these kinks which form 
in the course of the gastro-intestinal tract. 

(1) Pyloric Kink . 

Beginning with the stomach, it will be remem¬ 
bered that reference has been made to an adhesive 
band which may form between the pylorus and the 
under surface of the liver. This supplementary 
ligament hitches up the pylorus, and accordingly 
when the stomach is distended and its convexity 
displaced downwards it tends to kink and obstruct 
the pyloric outlet. 

The stagnation of the stomach contents thus 
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produced may lead to various alterations in their 
chemical composition, and thus act as a potent 
cause of erosion and ulceration of the gastric 
mucous membrane. 

(2) Duodeno-jejunal Kink . 

The termination of the duodenum is securely 
fixed by a peritoneal band, which may become 
thickened, while the commencement of the jejunum 
on the other hand is perfectly mobile. In cases of 



Fig. 3. —Dilated duodenum with partial obstruction due 
to kinking at the duodeno-jejunal junction, a , b } c. 
First, second, and thirtf parts of the duodenum. U. 
Umbilicus, marked by a penny. Cr. Crest of ileum 
(confirmed by operation). (Radiogram by Dr. Alfred 
Jordan.) 

ptosis of the ileum and the lower portion of the 
alimentary tract the commencement of the jejunum 
is dragged downwards, and accordingly a sharp 
kink develops at the duodeno-jejunal junction. 

As a result of this kinking there is distension of 
the duodenum, most marked in the first portion, 
which is mobile and covered by peritoneum (see 
Figs. 1, 3, and 4). This distension may lead to con¬ 
gestion, abrasion or ulceration of the mucous 
membrane of the first part of the duodenum, and 


also to organismal infection of the bile- and pan¬ 
creatic ducts followed by formation of gall-stones 
and pancreatitis. It is possible that cancer of the 
stomach, bile-ducts, and pancreas may also be 
induced by the constant irritation produced in this 
manner. According to Mr. Lane, the chief value, 
if any, of gastro enterostomy in the treatment of 
duodenal ulcer consists, not in the formation of the 
new opening, but in the anchoring of the mobile 
commencement of the jejunum so that it cannot 
kink upon the fixed duodenum. 

Dr. Hertz, in an article published in the 
‘Lancet’ of February 3rd, 1912, states, on the 
other hand, that he has never observed true stasis 
in the duodenum except in cases of organic 



Fig. 4.— Case of woman, ;et. 27 years, at present under 
author’s care, who had been suffering for some time 
from obstinate dyspepsia. Py. Pylorus, a , b, c. First, 
second, and third parts of duodenum. With the 
fluorescent screen the duodenum was found to be 
elongated and considerably dilated. There was notice¬ 
able delay in the passage of the bismuth meal out of 
the duodenum, which exhibited well-marked “ writh¬ 
ing ” movements, due to kinking of the duoden- 
jejunal junction. (Radiogram by Dr. Alfred Jordan.) 

obstruction, and to a less extent in extreme gastro- 
ptosis, when a kink may occur at the point where 
the duodenum becomes fixed. He is convinced 
that kinking of the duodenum plays no part 
in the aetiology of duodenal ulcer owing to the 
hypertonic condition of the stomach present in 
these cases, and invariably associated with an 
unusually rapid progress of the chyme into the 
small intestine. 

Personally, however, the radiographic evidence 
in several of my own cases has convinced me that 
distension of the duodenum does often occur as 
above described, being frequently a sequela, as we 
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shall see later, of antecedent ptosis and kinking of 
the ileum. 

Dr. Jordan * states that he has repeatedly dia¬ 
gnosed the condition by radiography beforehand 
and subsequently seen it confirmed at operations. 
He has seen the distended duodenum held in a 
grip at its termination and the jejunum hanging 
down vertically at its commencement, and in some 
cases rotated upon its axis, producing a certain 
degree of torsion, which naturally increases the 
obstruction. By means of the fluorescent screen 
the distended duodenum can frequently be seen 
writhing and struggling to overcome the obstruc¬ 
tion. He further states that at operations for 
intestinal stasis the duodenum is almost always 
found to be distended, thickened, red, and promi¬ 
nent. 

At the same time it may be admitted that the 
obstruction at the duodeno-jejunal kink can in the 
majority of cases be overcome by reflex peristaltic 
contraction of the stomach and duodenum, parti¬ 
cularly after the stimulus of a meal, thus relieving the 
distension in the first duodenal segment. It is, how¬ 
ever, only reasonable to suppose that constantly 
recurring distension is apt to lead sooner or later 
to congestion and erosion of the mucous membrane. 
When obstruction exists there is usually consider¬ 
able pain and tenderness in the duodenum, most 
marked two or three hours after meals, often greatly 
relieved by assuming the recumbent posture, when 
the kink generally disappears and the obstruction 
is thereby removed. 

(3) The Ileal Kink (Lane’s). 

I have already referred to the tendency of the 
caecum to become displaced into the true pelvis, 
which is opposed by the formation of bands of 
adhesion fixing its external surface to the abdo¬ 
minal wall. Internally to the caecum there is also 
a drag upon the termination of the ileum and the 
posterior layer of its mesentery. At this point a 
thickened layer of peritoneum is formed, which 
kinks the ileum. 

Dr. Alfred Jordan has made many interesting 
observations of this ileal kink in its various forms 
by means of radiography after bismuth meals, 
and shows that the exact position of the kink 
varies greatly in individual cases (Fig. 5 shows 

* 1 Proc. Roy. Soc. Med.,’ 1911, vol. v; ‘Practitioner,’ 
1911, vol. lxxxvi; * Brit. Med. Joum.,’ 1911, vol. i, p. 1172. 


appearance in supine position). In the upright 
posture the caecum will tend to fall towards the 
, pelvis, leaving the fixed point of the ileum tied 
up; the two portions of the terminal coil of the 
ileum above and below the kink may often be 
seen to hang down vertically, and may produce 
such marked obstruction as to cause great dilata¬ 
tion of the end of the ileum, which may become 
actually larger than the caecum itself. Mr. I^ane 
has shown that in addition to the ordinary vertical 
kinking there is usually a certain amount of torsion 
present due to the drag of the coil upon its 
mesentery. Before leaving the ileal kink it is 
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Fig. 5.—Ileal kink in a man, aet. 71 years. Taken 
twenty-four hours after a bismuth meal. Showing a 
long terminal coil of the ileum, hitched up for the 
upper three inches and obstructed in the last inch 
(confirmed by operation, and the patient cured). A 
duodenal ulcer was found at the operation, u. Um¬ 
bilicus. In the erect attitude the caecum dropped, 
making the kink much more obvious. (Radiogram 
by Dr. Alfred Jordan.) 

interesting to note that the duodeno-jejunal kink 
is really, in most cases, secondary to the ileal 
kink, which is the real cause of the distension of 
the ileum, which drags down the mobile commence¬ 
ment of the jejunum. 

I recently had under my care an old lady, aet. 
72 years, suffering from constipation and great pain 
and tenderness in two situations, one well below the 
umbilicus and to the right of the middle line, and 
the other well above the umbilicus and to the 
right. I made the diagnosis of intestinal stasis 
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and gall-stones, which was confirmed by Mr. Lane, 
who further diagnosed an ileal kink. 

At the operation a well-marked ileal kink was 
discovered and the adhesive band divided. The 
gall-bladder was opened, and several gall-stones 
removed. 

Immediately after the operation the pain low 
down in the right side entirely disappeared, and 
the patient is now enjoying good health. 

(4) Kink of the Appendix . 

I have already referred to the fact that the 
appendix frequently becomes involved in the 
perioecal adhesions. An acquired mesentery is 
often formed which anchors the appendix in such 


appendicitis ; in other words, that the appendicitis 
is the primary condition and the kink only secon¬ 
dary. This observer does not believe that the ileal 
, kink is of any importance in the aetiology of simple 
constipation, as a delay of more than a few hours 
has never been observed by him at the end of the 
ileum, and this is merely an exaggeration of the 
normal delay caused by the ileo-Ccecal sphincter. 
The evidence upon which Dr. Hertz bases these dog¬ 
matic opinions and categorical statements appears 
1 to me inconclusive. The weight of evidence seems 
t strongly in favour of Mr. Lane’s contention. 

(5) The Kinks of the Hepatic and Splenic Flexures. 

I have already spoken of the U-shaped ptosis of 



Fig. 6. —Taken 102 hours after a bismuth meal, in a 
man, aet. 36 years, showing extreme stasis in the trans¬ 
verse colon, which is greatly elongated and dropped. 
The hepatic flexure does not rise as high as the iliac 
crest. Trans. Transverse colon. Rect. Rectum. U. 
Umbilicus. (Radiogram by Dr. Alfred Jordan.) 

a way that its distal portion is more or less 
abruptly flexed upon its proximal part. When the 
caecum is loaded it exerts a vertical strain upon 
the proximal portion of the appendix, causing it to 
become flexed or kinked abruptly at the lower 
limit of its adhesions. The secretory and faecal 
contents of the distal portion are thus dammed up, 
leading to appendicitis in its various forms. 

Dr. Hertz, while admitting the occasional pre¬ 
sence of a true kink near the end of the ileum, 
which leads to more or less obstruction, is of opinion 
that this kinking has in every instance been due 
to adhesions caused by an antecedent attack of 



Fig. 7. —Taken thirty-four hours after a bismuth meal 
in a girl, ;et. 13 years, showing stasis with marked 
dropping of the transverse colon. The appendix is 
also shown. (Radiogram by Dr. Alfred Jordan.) 

the transverse colon and of the hitching^up of the 
| hepatic flexure by adhesions to the kidney and 
abdominal wall, and mentioned also that the splenic 
flexure was firmly fixed by the strong costo-colic 
| ligament. The result of this is sharp angulation 
: at the flexures, amounting practically to definite 
kinks, which produce great obstruction to the 
onward passage of the solid fecal material. The 
kink of the hepatic flexure may become almost 
completely occluded, and if torsion of the large 
bowel occurs behind the hepatic flexure, volvulus 
of the ccecum will be produced. 

(6) The Sigmoid Kink. 

j Mention has already been made of the acquired 
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adhesions which fix the sigmoid where it crosses 
the brim of the true pelvis on the left side. At 
this point a definite kink is formed which prevents 
the regurgitation of faeces from the pelvic colon 
upwards into the large bowel. , 

Sometimes two kinks are produced, owing to the 1 
ends of the sigmoid loop being attached together 1 
by firm adhesive bands, the loop itself being free.^ i 
If this loop becomes unduly lengthened torsion 
may occur, and we get the well-known volvulus of 
the sigmoid produced. In many of these cases 
there is a progressive elongation of the pelvic colon, 
including the rectum. It is extremely difficult to 
empty the loops of such an elongated rectum which 
coils along the pelvic floor, as all expulsive effort 
acts at a mechanical disadvantage. As a result the 
rectum may become enormously distended and j 
may never become completely evacuated, resulting i 
in constant auto intoxication. i 

c. Gastro-intestinal Stasis and other 
SeQUEL/E. 

Among other important results of visceroptosis 
are displacements of the pelvic organs proper. 

One physician has found no less than 80 per | 
cent, of his female patients with visceroptosis had ! 
marked retroversion of the uterus, and the state¬ 
ment has been made by a well-known gynaecologist 
that the majority of all gynaecological patients have 
visceroptosis. 

Enough has already been said about the relation 
of visceroptosis to constipatio?i , which is mainly 
due to the various adhesions and kinks above 
described. Mucous colitis is in a large number of 
cases due to the same cause. It is also believed 
that the frequent occurrence of carcinoma in the 
large bowel is the direct result of irritation due to 
the passage of solid faecal material through the 
various kinks and angulated flexures. 

There are also all the phenomena of auto- | 
(so called ptomaine poisoning), directly | 
due to the chronic intestinal stasis , among which 1 
may be mentioned diminished resistive power to I 
the entrance of pathogenic micro-organisms, such | 
as the tubercle bacillus, the Bacillus coli and the j 
specific germs of infective diseases; cystic degenera- | 
tion of the breasts, which may pave the way to the 1 
development of carcinoma; impaired circulation, 
manifested by cold, clammy, and often livid hands 
and feet; progressive emaciation due to loss of I 


fdt; dark staining of the skin, particularly in certain 
regions ; general muscular debility; general depres¬ 
sion of mind and body, and absolute incapacity for 
prolonged physical or mental exertion. 

Diagnosis. 

The symptom* of visceroptosis may be divided 
into three groups : 

(1) Local symptoms connected with the dis¬ 
placement of the organ or organs affected. 

(2) Symptoms of neurasthenia. 

(3) Symptoms of auto-intoxication. 

It is well to remember that both local and 
general symptoms are, as a rule, in no sense pro¬ 
portional to the actual visceral displacement. 
Thus, the condition may be extreme with prac¬ 
tically no symptoms whatever, or the patient may 
simply have a few vague dyspeptic or nervous 
symptoms indicating a slight degree of dyspepsia 
or neurasthenia, which induce her to consult a 
physician, who then discovers the abnormal con¬ 
dition of the organs quite accidentally in the course 
of his routine examination. In most well deve¬ 
loped cases there are generally well-marked dys¬ 
peptic symptoms (e. g. flatulence, nausea, or actual 
vomiting) and constipation. The patient is often 
a woman, somewhat pallid and emaciated, and has 
usually lax, flabby abdominal muscles. There is 
often a history of constipation of long standing 
which may alternate with periodic deceptive diar¬ 
rhoea. There is often considerable discomfort and 
pain> which varies in position according to the 
part most affected, and is largely the result of some 
obstruction along the course of thfe gastro-intestinal 
tract. Wilms believes that the pain is actually 
produced by the traction of the displaced viscera 
on the mesenteric attachments, the pain sensation 
being referred to the endings of the cerebro spinal 
nerves distributed to the parietal peritoneum. 
Over-distension of a loop of the bowel leads to a 
stretching of the mesentery and indirectly to 
tension of the parietal peritoneum. It is therefore 
easy to understand how the pain may be present 
in regions somewhat remote from the seat of the 
lesion in the case of visceral displacements. The 
pain is specially marked in hyper-sensitive neurotic 
people. 

There may be great discomfort, pain and tender¬ 
ness over the caecum and ascending colon. 
Associated with this there is sometimes pain and 
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tenderness below the last rib on the right side, and 
often along the distribution of the ileo inguinal 
and ileo-hypogastric nerves. The pain in the loin 
simulates very closely the pain of renal colic, and 
has frequently led surgeons to explore the right 
kidney. 

The relief of symptoms sometimes observed after 
such futile operations is attributed to the accidental 
division of adhesions and partial obliteration of the 
ascending colon. 

When the distended caecum occupies the true 
pelvis, a dull pain is experienced in the region of 
the right sacro-iliac joint, which is much exaggerated 
during defaecation. The pain and tenderness in 
connection with distension of the transverse colon 
is generally found along the course of the U- 
shaped loop descending into the pelvis. Obstruc¬ 
tion of the splenic flexure is often accompanied by 
a griping pain along the ascending limb of the 
prolapsed transverse colon, and often by a dull 
aching pain in the left loin. There may be great 
pain in the left iliac region in the case of the fixed, 
shortened sigmoid colon, greatly aggravated by 
defaecation. 

There is often distinct tenderness over the fixed 
portions of the prolapsed bowel, particularly when 
kinks are present. The tenderness and sensation 
of nausea on palpation of a movable kidney are 
very characteristic. 


pacity for work, irritability, lack of power of 
| concentration, depression of spirits, loss of 
memory, sleeplessness, and various neurotic and 
hysterical manifestations. Some of these are no 
doubt due to chronic auto intoxication (the result 
! of intestinal stasis), to which we may especially 
j attribute the cold hands and feet, the brown 
| pigmentation of the skin, and most important of 
j all, the progressive emaciation due to absorption of 
j the adipose tissue. 

I The accompanying diagram (Fig. 2) illustrates a very 
[ typical case recently under my care. The patient was a 
thin, unmarried woman, aged 40 years, who first consulted 
j me for symptoms of neurasthenia, with a history of having 
I recently undergone a rest cure in a nursing home for this 
I condition. Twelve years previously she had been under 
[ the care of Sir Lauder Brunton, who then diagnosed 
I movable kidney. She was also seen by Sir Frederick 
1 Treves, who did not consider it necessary to operate and 
she was accordingly treated by a special kidney belt. She 
I remained fairly comfortable for three years, when she had 
a complete nervous collapse due to a mental shock. This 
| was nine years before coming under my observation. She 
remained delicate and frequently complained of severe 
I pain in the back and right loin. I found her suffering from 
| numerous nervous symptoms—languor, general inertia, 
j irritability, inability to remain in crowded places, etc. The 
skin had an unhealthy pallor; there was both pain and 
| tenderness in the right loin and to some extent in the 
I left loin also, and a certain amount of flatulent dyspepsia. 
The diagram illustrates the position of the abdominal 
viscera as seen with the X-rays. The kidneys are sketched 
in to indicate their position as discovered by palpation. 
It will be seen that the right kidney is much prolapsed 
I while the left was readily palpable well below the costal 
| margin, and both were freely movable. The stomach is 
I shown as lying almost vertical, with the pyloric extremity 
I lying underneath the umbilicus. The caecum is right down 
| in the pelvis, while the hepatic flexure of the colon lies 
below the level of the iliac crest. The transverse colon 


All the symptoms tend to get worse as the day 
goes on, and are usually aggravated by exertion of 
any kind, so that frequently the patient is unable 
to stand or walk for any length of time without 
considerable discomfort and constant fatigue. The 
symptoms will often entirely disappear on lying 
down , and are nearly always diminished bv raising 
the abdomen by means of some support. Glenard’s 
test was to stand behind the patient, and with both 
hands lift up the abdomen from below, when the 
pain and discomfort were often instantly relieved. 
Splashing sounds can often be elicited on manipu¬ 
lating the distended prolapsed stomach. A special 
symptom noticed by many observers is the fre¬ 
quency of pain and fatigue during the hours of 
duodenal digestion, more particularly when there 
is evident gastroptosis. The patient will often say 
that she feels much worse about 11 a.m. and 4 p.m. 
This symptom may make one suspect duodenal 
ulcer, and, indeed, it is often actually due in many 
cases to duodenal distension. t 

Amongst the tteurasthenic symptoms so com¬ 
monly associated with visceroptosis may be 
mentioned general malaise, lack of vigour, inca- 


was somewhat constricted and prolapsed irt a V-shaped 
fashion, the apex of the V being well down in the pelvis. 
The splenic flexure of the colon was practically in its 
normal position situated close to the cardiac end of the 
stomach, where it formed an acute angle with the descend¬ 
ing colon, being maintained in position by the costo-colic 
ligament. It may be said in passing that it is not commonly 
understood how high up the splenic flexure of the colon 
normally is. The X-ray examination was made with the 
patient in the erect attitude. The special body type 
already alluded to with the contracted upper part of the 
abdomen and the flattened epigastric, umbilical and hypo¬ 
gastric regions was particularly characteristic. 

The particular form of visceroptosis which is 
perhaps the commonest, and certainly the one 
which has attracted most attention, is nephroptosis 
or prolapse of the kidney. There are often no sym¬ 
ptoms whatsoever, and this will be readily under¬ 
stood when it is remembered that one in every three 
women have a displaced kidney, which is often 
discovered quite accidentally in the course of a 
routine examination. In such a case it is often 
unwise to draw the patient’s attention specially to 
this abnormality, unless a remark is added that a 
large number of women have it without causing the 
least inconvenience. The bi-manual method is the 
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only satisfactory form of examination, and the patient 
should be examined lying on her back, on either 
side, and also in the standing position. The sym¬ 
ptoms are in no sense in proportion to the degree 
of displacement, and it is, indeed, stated that only 
one out of every ten cases of movable kidney 
exhibits definite local symptoms. On the other 
hand, there may be a feeling of lack of support in 
the loins, or a dragging dull pain, continuous or 
intermittent in the same region, and often relieved 
by lying down. There is occasionally frequency 
of micturition, which may be associated with a 
burning sensation referred to the vulvar region. 
In a certain number of cases we have the occur¬ 
rence of the so-called Dietl’s crises, consisting of 
paroxysmal attacks of intense pain, nausea and 
vomiting, with high-coloured urine loaded with 
urates and sometimes containing albumen and 
blood. These paroxysms are attributed to kinking 
of the ureter and torsion of the renal vessels and 
nerves. After the lapse of some years a condition 
of hydronephrosis may become developed, charac¬ 
terised by the usual disappearing swelling and 
intermittent polyuria. 

Displacement of the liver ( hepatoptosis ) may 
exhibit no special symptoms, though there may be 
some discomfort in the right hypochondrium or 
referred to the right shoulder, with flatulence or 
other dyspeptic symptoms. There is sometimes a 
bearing-down sensation below the ribs, and 
occasionally symptoms not unlike those of gall¬ 
stones. An examination of the patient in the 
erect attitude may reveal a bulging below the right 
costal margin, due to the convex upper surface of the 
organ. 

Finally, it may be said that in the case of gas tro- 
ptosis and enteroptosis , the diagnosis can only be 
accurately made by having recourse to radiography , 
and carefully following by means of the fluorescent 
screen the course of a bismuth meal from the 
stomach to the rectum. In no department of 
medicine or surgery is radiography more valuable 
as a means of diagnosis. It is often essential to 
have six or more examinations in the course of 
forty-eight hours. The majority of the accom¬ 
panying plates are from radiograms taken by my 
colleague, Dr. Alfred Jordan. 

\ 

Treatment. 

(a) Prophylactic . 

The importance of prophylactic or preventive 
treatment cannot be over-estimated. Mr. Lane is 
of opinion that the initial conditions predisposing 
to visceroptosis are often present in quite early 
life and believes that immense harm ensues owing 
to the gastro-intestinal disturbances so common 
in infants fed on artificial substitutes for the natural 
mother’s milk. The result of infantile indigestion 
is to produce inflammation and distension of the 
intestines and often irritation of the peritoneum. 


Parents ought to be extremely particular in 
regard to inculcating regular habits in their 
children, as the prevention of constipation is all- 
important. I may allude again to the unsuita¬ 
bility of the usual high lavatory seats for the 
use of children, and the necessity of providing 
footstools high enough to permit of the children 
adopting the squatting posture. 

Children should be encouraged to adopt the 
recumbent attitude as much as possible by lying 
down on the floor, or on sofas, etc., instead of 
being perched up on high chairs, more particularly 
after meals. 

Great care should be exercised in not permitting 
women with the characteristic body form already 
described to get up too soon after confinement or 
after debilitating illnesses. If the patient is thin, 
with relaxed abdominal muscles, she should rest 
on a couch for at least one or two hours daily. In 
practice I find this rest can be most readily taken 
after lunch. 

On no consideration should corsets be worn that 
exert pressure on the base of the thorax and upper 
part of the abdomen . The patient should be 
specially cautioned against lifting heavy weights , 
such as large pieces of furniture. One patient 
came under my observation in whom a sudden 
dislocation of the right kidney was produced by an 
attempt to open the lower sash of a window which 
was stiffened and fixed in position through long 
disuse. Much permanent damage may be done in 
the course of a vigorous but injudicious spring- 
cleaning or a long, exhausting day’s shopping. 

Physical exercises designed more particularly 
with the object of strengthening the abdominal 
muscles are most valuable. Constipation must be 
avoided at all hazards by the ingestion of suitable 
diet, by daily open-air exercise, and by acquiring 
regular daily habits, mild laxatives being often 
necessary in the case of women living a sedentary 
life. 

If there is a tendency to emaciation, milk, 
cream, eggs, and other nutritious and fattening 
foods ought to be partaken of freely so as to 
produce the necessary amount of adipose padding. 
The modern fashionable woman’s desire to acquire 
a thin, willowy figure is neither aesthetic nor 
hygienic. I often wonder if visceroptosis is as 
common amongst French and German women with 
their rounded, plump figures as it is in the England 
of to-day. 

(b) Medical and Hygienic Treatment . 

Medical treatment resolves itself largely into 
relief of the various symptomatic manifestations 
apd may also serve to arrest the process of 
displacement before the graver pathological sequelae 
have occurred. Careful attention to diet is most 
important, the objects being to promote the forma¬ 
tion of adipose tissue, and at the same time to 
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eliminate as far as possible indigestible articles of 
food, which would tend to accumulate in undigested 
masses in the oecum and other portions of the 
large bowel. Stomachic medicinal remedies, such 
as alkalies, acids, carminatives, disinfectants and 
involuntary muscle stimulants, given at periods 
carefully calculated in relation to meals and to the 
processes of digestion, are all of considerable value 
in the hands of a competent physician. 

The symptoms of early intestinal stasis may have 
to be controlled to some extent by suitable aperient 
remedies. Personally, I prefer to give small doses 
of such a drug as cascara three times daily to j 
giving a larger dose at bedtime. I find that I 
cascara given in this way acts as a gentle stimulant 
to peristaltic movement, and so enables the bowel 
to overcome the obstructive difficulty consequent 
upon a mild degree of enteroptosis. I generally 
employ the excellent well-known “ cascara 
evacuant” preparation of Parke Davis & Co. in 
io or 15-minim doses thrice daily. I generally also 
prescribe a weekly mercurial pill and a daily 
tumblerful of hot water sipped slowly while dress¬ 
ing in the morning. 

During the past year I have been much struck 
with the undoubted benefits from the regular use of j 
liquid petroleum (paraffin) in cases of enteroptosis | 
even when accompanied by well-marked chronic , 
intestinal stasis. Special purified preparations 
under the names of chrysmol, etc., have been put 
upon the market by all the principal manufacturing | 
chemists. These may be obtained tasteless or made I 
palatable by various flavouring agents. I generally j 
begin with doses of two teaspoonfuls twice or thrice j 
daily, and in some cases increase to one table- 1 
spoonful doses. During the administration of 
petroleum, aperient drugs may often be almost ! 
entirely suspended, which is a great advantage. In 
addition to its lubricant action, petroleum seems to 
exercise a most beneficial effect on the intestinal 
mucous membrane, and its value in many cases of 
mucous colitis is quite remarkable. 

I am strongly impressed with the great value of 
abdominal massage in conjunction with rest in the 
prone or supine position during some hours of , 
each day. In not a few cases the strengthening of 
the abdominal walls is all that is necessary to 
secure the adequate support of the abdominal 
organs. The massage should be administered by ( 
a trained masseuse, and I have found electrical 
stimulation by means of the Faradic current to be 
an important help in the same direction. In j 
advanced cases it is advisable to go further, and a 
prolonged rest cure of six weeks or longer in a | 
recumbent position with massage, electrical treat- ! 
ment, special feeding, with the object of increasing 
the amount of general adipose tissue, is often j 
followed by most beneficial results. j 

Physical exercises , with the object of strengthen¬ 
ing the abdominal muscles, are also very valuable, I 


and should be performed both in the lying and in 
the standing position. I have found the following 
movements specially useful: (1) Clasping the 
hands behind the neck in the supine position, 
raising the extended legs almost to a right angle with 
the trunk, slowly letting them fall, and then raising 
them again just before they reach the ground, and 
repeating the process several times. (2) Or vice- 
versa , with the legs extended on the ground, 
slowly sitting up, with the arms extended forwards 
and till the fingers touch the toes, and then 
slowly lying down again. (3) In the erect posture, 
extending the arms above the head and with the 
legs rigidly extended, bending the trunk forwards, 
and trying to touch the toes with the fingers. (4) 
Also in the erect attitude, bending first to one side 
and then to the other, and twisting the body round 
first in one direction and then in the other. (5) With 
the arms extended, leaning back as far as possible. 
And (6) beginning in the erect posture and stand¬ 
ing on the toes, slowly assuming the squatting 
position with the knees bent outwards,, and then 
slowly rising again. 

It is an excellent plan for patients with viscero¬ 
ptosis to sleep at night ivith the foot of the bed 
raised by suitable supports. Seven or eight hours 
in this position may do much to counteract the 
tendency to ptosis which is present during the 
waking hours of the day. 

(c) Treatment by Mechanical Supports. 

The most fashionable, and in some cases the 
most efficacious, treaetmnt consists in the wearing 
of specially designed mechanical supports, either 
in the form of belts or corsets, the great principle 
being to increase the upward intra-abdominal 
pressure, and thus counteract the tendency to 
dropping of the viscera. Great care must be taken 
that the pressure of the bandage , belt or corset shall 
be exerted over the lower part of the abdomen, the 
direction of pressure being upwards and backwards. 

Ernst has designed a special enteroptosis belt 
which is intended to exert the same pressure as 
would be exerted by Glenard’s two hands applied to 
the hypogastrium when standing behind the patient, 
while Curtis has invented a most useful abdominal 
support, the special feature consisting in the pro¬ 
viding of pivot-screws attached to the hypogastric 
plates and to the posterior pads, which prevent 
both upward and downward movement of the 
anterior supporting plate during the various move¬ 
ments of the body: at the same time the division 
of the anterior plate by a vertical movable junc¬ 
tion in the middle line of the body admits of the 
belt being readily put on without straining of 
the lateral springs, besides allowing the two halves 
to approximate to the shape of the particular 
abdomen to which it is fitted. 

Dr. Hertz, in referring to mechanical supports, 
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while admitting that the relief of the abdominal 
discomfort and circulatory symptoms in viscero¬ 
ptosis obtained by the use of a suitable abdominal 
support is very striking, states that notwithstanding 
this relief of symptoms, observation with the X rays 
shows that the position ot the dropped stomach and 
colon are often unaffected. Fig. 8, representing 
viscera in one of my recent cases of visceroptosis, 
proves that the stomach can be considerably raised 
by the use of a suitable belt, although the elevation 
is not so marked as that produced by contraction 
of the abdominal muscles. In cases where the 



Fig. 8. —Diagram showing the effect of a Curtis belt and 
of contracting the abdominal muscles in raising the 
stomach, u. The belt in situ with its pads partially 
covered with perforated zinc in place of the usual 
metal plates, a. a 1 . Position of the stomach with and 
without the belt. c. Position of the stomach (with or 
without the belt) when the patient contracted her 
abdominal muscles. The case was one of gastroptosis 
and nephroptosis in a woman, ?et. 29 years, who has 
suffered from dyspepsia for many years, with flatulence, 
heartburn and constipation, the symptoms always 
getting worse as the day went on and always being re¬ 
lieved by lying down. Is now deriving great benefit 
from wearing a special abdominal support. 

transverse colon has dropped down into the pelvis, 
it is of course impossible for a support producing 
pressure in the hypogastrium to raise the colon to 
any considerable extent, although even in these 
cases the use of the belt may give great relief, 


probably owing to the raising of the stomach and 
ileum. As regards corsets, the great essential is 
that the corset shall exert pressure on the lower 
part of the abdomen, having its upper part quite 
loose in front, so that no pressure whatever is 
exerted on the base of the thorax or upper part of 
the abdomen. Special enteroptosis and kidney 
corsets are supplied by Sykes, Josephine & Co., 
Marshall & Snelgrove, Bruce Evelyn & Co., and 
the Stauder Institute. Personally I have found 
the best results from wearing one of the above- 



Rectum 


Fig. 9. —Diagram of lower end of ileum and of colon 
from severe case of chronic intestinal stasis, indicating 
appearances forty-nine hours after bismuth meal. 
Patient was a woman, set. 56 years, who had suffered 
from indigestion since the age of fourteen, accom¬ 
panied by constipation, and headache, and whose con¬ 
dition had become greatly aggravated during the past 
six years. The ileum, the caecum, the transverse colon, 
the sigmoid and the rectum were all “ bunched ” to¬ 
gether in the pelvis and pressing upon the uterus, broad 
ligaments and ovaries. The patient was greatly bene¬ 
fited by the operation of short-circuiting. (Drawing 
by Dr. Alfred Jordan.) 

mentioned abdominal supports (belts) with or 
without a light, well-fitting corset, which should 
be sufficiently loose above to allow of the hands of 
the wearer to be freely introduced underneath the 
upper free margin; corsets of the type of the 
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“Temple” corset of Marshall & Snelgrove fulfil 
this requirement. 

* As regards ptosis of the kidney, Ernst and others 
have devised special kidney supports which are 
sometimes most useful, while all the principal 
corsetiires stock so-called “ kidney corsets,” which 
are usually furnished with special pads. My 
experience of these loin pads is that they are apt 
to do more harm than good, as they are apt to 
work up above the kidney and displace it still 
further down into the abdomen. A well-fitting 
enteroptosis corset or support exerting upward and 
backward pressure below the umbilicus is often 
much more efficacious. 

(d) Surgical Treatment . 

As regards operative treatment, surgical measures 
are only to be adopted after hygienic, dietetic and 
mechanical measures have been given a fair trial. 
In the case of nephroptosis the indications for 
operation are more or less constant loin pain, 
producing chronic invalidism, Dietl’s crisis, and 
intermittent hydronephrosis. If the rawed surface 
of the kidney is firmly fixed directly to the quad- 
ratus lumborum muscle it usually becomes per¬ 
manently anchored. The mortality of nephrorrhaphy 
is practically nil. Sir Henry Morris having no deaths 
in nearly two hundred cases. 

In cases of advanced enteroptosis with intes¬ 
tinal kinks, obstinate constipation and progressive 
emaciation, the result of chronic intestinal stasis, 
Mr. Arbuthnot Lane strongly advocates having 
recourse to operative measures. 

In a few instances it is sufficient to divide the 
constricting bands and adhesions, but in a large 
proportion of cases this only affords temporary 
relief, as the obstruction is apt sooner or later to 
recur and the adhesions to re-form. 

A much more satisfactory measure is to divide 
the ileum near its lower end and short-circuit the 
divided end into the upper part of the rectum or 
the immediately adjacent sigmoid colon. This 
operation is attended by no more risk than an 
ordinary gastro-enterostomy. 

In a certain proportion of instances dilatation of 
the colon above the ileo-rectal junction occurs, 
producing considerable discomfort and even pain. 
In these aggravated cases Mr. Lane strongly recom¬ 
mends the removal of the whole of the large bowel 
above the junction. Except in patients who are 
extremely toxic and feeble, the resection of the 
large bowel is unaccompanied by any special danger 
to life, particularly if normal saline solution is intro¬ 
duced into the subcutaneous tissue at the com¬ 
mencement of the operation. This often does away 
with the post operative vomiting, which is apt to 
occur if the saline is not introduced so x as to raise the 
blood*pressure. In patients with advanced toxaemia 
special precautions are necessary to protect the 
abdominal incision against risk of infection. 


In cases where the stomach is much dilated, it is 
often of value to perform a gastro-enterostomy, and 
at the same time divide the adhesions attaching the 
pylorus to the liver and gall-bladder. In the case 
of one of my patients, to whom I have already once 
or twice alluded, Mr. Lane resected the caecum, 
ascending, transverse, and descending colons 
(specimen exhibited), after dividing the ileum, and 
effected an anastomosis between the divided end 
of the ileum and the lower portion of the sigmoid. 
The patient, who had been a hopeless chronic 
invalid for many years, now enjoys perfect health, 
and is so strong and active that she has secured 
lawn tennis prizes, being able to play seven sets of 
tennis without undue fatigue. She gained no less 
than two stones in weight after the operation. 

Resection of the whole bowel certainly seems 
heroic treatment; but the results are so good that 
it is surely better to have this radical cure for 
intestinal stasis performed than leave the patient 
in a miserable state of suffering and chronic 
invalidism, rendering life almost insupportable. 


Special Note on Chronic Intestinal Stasis 
from the Radiographic Aspect. 

Contributed by ALFRED JORDAN, M.D., 

Medical Radiographer to Guy’s Hospital and Royal 
Hospital for Diseases of the Chest. 

The effect of the upright posture in altering the 
position of the abdominal viscera may commence 
very early in life—before the age of six years ; but 
many live a long life without the occurrence of any 
dropping of the viscera. The evil effects of the 
dropping are secondary as far as the intestines are 
concerned; great dropping of the transverse colon 
may have existed for years without producing any 
symptoms, or any deviation from health. This is 
especially the case in early life. With the approach 
of middle life, however, symptoms and signs of 
intestinal stasis begin to appear, and tend to 
progress unless efficient measures be taken to 
prevent them. Stagnation of the feces takes place 
in the dropped colon, and may amount to 150 
hours or more in severe cases. The dropped 
bowel lies in the true pelvis: the lower end of the 
ileum, the caecum, the hanging loop of the transverse 
colon, the sigmoid and the rectum lie in close 
contact, and press upon the pelvic organs proper— 
the uterus, Fallopian tubes and ovaries in women. 

The sigmoid and rectum are often greatly elon¬ 
gated ; this is especially the case in children who 
have become the subjects of tuberculous disease 
of the bones and joints. The pelvic colon and 
rectum are often many times the normal length, 
and fecal matter may be retained in the rectum for 
days, even though there may be a small evacuation 
daily. In other cases the sigmoid is tied down by 
a very short mesentery; the sigmoid then takes a 
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short straight course to the rectum—a favourable 
state of things unless the sigmoid be actually com¬ 
pressed by fibrous bands, when obstruction is 
very likely to occur. Fibrous bands may tie down 
other parts of the large intestine, and one of the 
most important of these is the transverse colon just 
beyond the hepatic flexure. Fibrous bands may 
attach this point to the under surface of the liver, 
and the pylorus or duodenum or bile-ducts may be 
involved in the same bands. 

The stasis in the large intestine is usually accom¬ 
panied by delay in the lower coils of the ileum. 
This delay may be brought about in at least three 
different ways : In feeble subjects the contents of 
the lower coils of the ileum remain there because 
the bowel is too feeble to raise its contents out of 
the pelvis over the pelvic brim and into the caecum, 
which is already well filled with faeces. This con¬ 
dition is found in some of the most severely toxic 
cases, especially women. They are feeble, apathetic 
and unhappy women with wasted bodies, stained 
skin, cold extremities and nodular breasts, and it 
is wonderful to see how these and other symptoms 
and signs clear up after the relief of their stasis by 
the operation of “ short-circuiting.” I have known 
the skin so brown that the woman was thought to 
be suffering from Addison’s disease, and the breasts 
so large and nodular that she was advised to have 
them removed as being cancerous. Within a few 
weeks after the operation the skin in the one case, 
the breasts in the other, had become normal, and 
the patient had begun to improve in every way. 

The second cause of stasis in the ileum is the 
ileal kink, first described by Mr. Arbuthnot Lane. 
I have been able to diagnose the existence and 
the position of an ileal kink in a number of cases 
of intestinal stasis. By observing the condition of 
the parts at operation and comparing with my 
previous X-ray findings I have been able to exclude 
many sources of error, and I am now able to diag¬ 
nose the presence of an ileal kink with great con¬ 
fidence, although it still happens occasionally that 
a kink is present whose existence I had failed to 
discover. This occurs far more frequently in 
hospital than in private practice, for in hospital I 
am not able to make examinations at frequent 
intervals, and the patients are very often kept in 
bed. The most extreme ileal kinks produce 
obstruction even when the patient is in bed, but 
the more usual kink is obstructive only in the up¬ 
right posture, when the ileum is pulled down on 
either side of the kink. 

The third variety of ileal kink is due to the 
appendix ; this organ may lie in close contact with 
the ileo-caecal entrance in such away as to prevent 
the passage of the ileal contents into the caecum 
when the patient is upright. The end of the ileum 
may be actually indented by the appendix, and 
the last inches of the ileum may be greatly 
hypertrophied. When the caecum and ileum 


are held up in this way by the appendix there 
are, as a rule, no ileal adhesions; this is what 
we should expect if we remember that ileal adhe¬ 
sions are brought into existence as the result of the 
downward pull of the caecum and ileum, and of the 
corresponding upward pull exerted by the mesen¬ 
tery. 1 have been able to obtain X-ray evidence 
of this form of ileal stasis in several cases. 

The effect of the loaded ileum is felt throughout 
the length of the small intestine, and the whole of 
the ileum and jejunum is pulled down until a fixed 
point is reached. Normally the first fixed point to 
be reached is at the end of the duodenum, for this 
portion of bowel is held up by a strong peritoneal 
band. Consequently a sharp kink is produced 
where the jejunum is pulled down vertically at its 
commencement. I have seen this very frequently 
in making X-ray examinations of the duodenum, 
the jejunum passing down vertically and producing 
a kink, the duodenum contracting vigorously in a 
sequence of strong writhing movements in its 
attempt (often vain) to overcome the effect of the 
kink. In such cases the duodenum is distended, 
sometimes to double the normal width, and it is 
elongated. In the most severe case of the kind I 
observed the duodenum writhing for nine hours 
(with great pain to the patient) in vain endeavours 
to overcome the obstruction due to the kink. 
Occasionally a quantity of bismuth emulsion would 
pass through into the jejunum and commence 
coursing through the coils of the jejunum at a 
rapid rate. Because of the stagnation in the ileum 
bacteria invade the small intestine from the caecum ; 
infection of the duodenum, already distended as 
the result of the duodeno-jejunal kink, then takes 
place; its mucous membrane is attacked by bac¬ 
teria, and ulceration of the congested duodenal 
mucous membrane is very apt to take place. I 
have seen the association of duodenal ulcer with an 
ileal kink in a number of most convincing cases, 
and I am now able to predict, on discovering a 
distended, 14 writhing ” duodenum, that I shall find 
an ileal kink, or well-marked ileal stasis at the 
subsequent X-ray examinations. Other effects of 
the bacterial invasion of the duodenum show them¬ 
selves as chronic pancreatitis (resembling the 
chronic mastitis to which reference has already 
been made) and cholecystitis. Very frequently 
gall-stones are formed. 

The whole subject of intestinal stasis is fraught 
with the most intense interest, for it touches upon 
the medicine and surgery of the alimentary tract at 
every point, and clears up and correlates a number 
of phenomena hitherto isolated, the explanation of 
the occurrence of which had given rise to many 
divergent theories and fanciful explanations. There 
is much work still to be done, and there is need 
for many earnest workers in this most promising 
field of research. 

April 29/ h t 1912. 
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A LECTURE 

ON 

ACIDOSIS.* 

By A. P. BEDDARD, M.A., M.D., F.R.C.P., 

Physician to Guy’s and West London Hospitals. 


Whenever a subject is intimately related both to 
pure science and to practical medicine, and is as 
yet imperfectly understood, it is not easy to give a 
succinct and dogmatic account of it. Adidosis is 
no exception to this rule. I shall endeavour to 
give you a sort of bird’s-eye view of the subject as a 
whole, indicating very briefly the practical bearings 
of the various points. We may consider the 
(piestion under the following heads: (1) What is 
meant by the term acidosis? (2) What are the 
changes which give rise to it? (3) Does an 
acidosis per se necessarily produce symptoms ? (4) 
How can we ascertain clinically the presence and 
degree of an acidosis? (5) What are the clinical 
conditions in which acidosis has been observed ? 

! How far in each instance does the acidosis produce 
symptoms and require treatment? 

(1) What is meant by the Term Acidosis? 

/The tissue-fluids and blood with which the living 
cells of the body are bathed have a reaction which 
may be roughly described as being just on the 
alkaline side of neutral. Living matter is always 
producing acids in quantities which vary with the 
activity of the various tissues. The following are 
the most important of these acids: (a) Carbonic 
acid, which is produced from the carbon of proteids, 
fats and carbohydrates, and which is excreted 
mainly through the lungs, (b) Mineral acids, such 
as sulphuric and phosphoric, which are derived from 
the sulphur and phosphorus of proteids and are 
excreted by the kidneys, (c) Organic acids, which 
are excreted, by the kidneys and are produced 
largely from fats. 

# Delivered before the Leicester Medical Society. 
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Living matter is extremely susceptible to any 
change in the reaction of its surrounding medium, 
and can function in a normal way only when such 
change is prevented. It* is obvious, therefore, that 
the body must have some ready and rapid means 
of neutralising acids, in order that these may be 
conveyed to the lungs and kidneys for excretion, 
and yet the reaction of the tissue-fluids and blood 
remain unaltered. The body uses for this purpose 
neutralising base of two kinds: (a) ammonia, 
which would otherwise be converted by the liver 
into urea; (b) mineral bases, the sodium of the 
blood and other juices, the potassium of cells, and 
the calcium of the bones. If we take a normal 
man on an ordinary mixed diet as our standard, we 
say that whenever there is evidence that the body 
is using these neutralising bases to an excessive 
degree, an acidosis is present. Acidosis, therefore, 
is the successful neutralisation of acids, the success 
being gauged by the fact that the functions of the 
tissues have not been upset by the acids. An 
acidosis may be successful in this sense and yet 
the neutralisation be incomplete. When, however, 
the processes of neutralisation cannot keep pace 
sufficiently with the production of acids, the 
reaction of the tissue-fluids must ultimately become 
less alkaline. Acidosis is then said to have passed 
into acid intoxication, which leads to serious 
changes in bodily function, severe symptoms, and 
even to death. It is not possible clinically to draw 
a hard and fast line between severe acidosis and acid 
intoxication. Nevertheless, the difficulty is theo¬ 
retical rather than practical. As we shall see, we 
have means of measuring the degree of an acidosis; 
and we know from experience that the more severe 
and prolonged the acidosis, the nearer must the 
body be to acid intoxication. 

(2) The Changes which give rise to 
Acidosis. 

We can classify these into three groups, accord¬ 
ing to the source and kind of acid which produces 
the acidosis. 

(a) Acids introduced into the body from outside .— 
Walter, in 1877, showed that it was quite easy to 
produce acidosis in animals by placing, large doses 
of hydrochloric acid in their stomachs; and that, 
if the dose was frequently repeated, acid intoxica¬ 
tion followed. The subject is of importance only 
because all our knowledge of acidosis dates from 


his experiments. Human beings may swallow large 
doses of inorganic or organic acids suicidally ; but 
since they die chiefly from local lesions, or from 
remote toxic effects other than acid intoxication, 
we need not pursue the subject further. 

(b) Inorganic acids formed in the body .—As has 
already been pointed out both sulphuric and phos¬ 
phoric acids are formed from proteids. Meat, 
which is rich in proteids and poor in bases, will 
therefore tend to increase any existing acidosis; 
whilst vegetables, which are rich in bases as com¬ 
pared to proteids, will have an opposite effect. 
The only practical importance of this point is that 
it indicates the value of vegetables in the dietary 
of cases of severe diabetes. 

(c) Organic acids formed in the body .—They in¬ 
clude lactic acid and the acetone bodies, (a) Lactic 
acid has been found in excess both in the blood 
and urine in many conditions; the most important 
of these are acute and severe diseases of the liver, 
and convulsive seizures. It may be said at once 
that lactic acid may produce a slight acidosis; but 
that there is no evidence that alone it can cause 
anything approaching acid intoxication. In eclamp¬ 
sia and the pernicious vomiting of pregnancy the 
increased excretion of lactic acid is probably due 
either to convulsions or to changes in the liver ; 
there is no reason to suppose, as has been sug¬ 
gested, that the symptoms are caused by poisoning 
with lactic acid. Similarly in the acute hepatic 
diseases, such as acute yellow atrophy , phosphorus 
poisoning and delayed chloroform poisoning , lactic 
acid is only one of a large number of organic acids 
present and could not be the sole cause of the 
symptoms. 

(b) The acetone bodies are the most common cause 
of acidosis and the only cause of acid intoxica¬ 
tion in human pathology; therefore they require 
a little more consideration. The mother substance 
of these bodies, 0-oxybutyric acid, is formed in the 
body, chiefly from fats, possibly from proteids and 
carbohydrates as well; it is completely destroyed 
in the normal body, probably in the liver, and is 
therefore not found in healthy urine. Whenever 
in disease any $-oxybutyric acid escapes destruc¬ 
tion, some of it is converted into diacetic acid and 
is found as such in the urine. Diacetic acid is 
readily converted into a non-acid substance—ace¬ 
tone, which, being volatile, is excreted in the breath 
as well as in the urine. Acetone is the only one of 
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the acetone bodies which is excreted in health, 
traces of it being passed out through the kidneys 
and lungs. When the normal metabolism of the | 
acetone bodies is disturbed they do not all neces- : 
sarily appear in the urine at the same time. When | 
the disturbance is least acetone alone is found in j 
the urine. When the daily excretion of acetone 
exceeds half a gramme diacetic acid is present; 
and when the acetone is more than one gramme, 
3-oxybutyric acid is there as well and forms the j 
main portion of the acetone bodies present. When- j 
ever diacetic acid alone or with /3-oxybutyric acid is ; 
found in the urine acidosis must exist; but when 
acetone alone is excreted there is no acidosis due 
to the acetone bodies. ! 

3-oxybutyric acid is derived chiefly from fat, and j 
must be formed in large quantities in the body when¬ 
ever increased destruction of fat is taking place. : 
In these circumstances, however, the oxidation of 
the fl-oxybutyric acid is still complete, and no acid- ! 
osis results provided that a sufficient quantity of 
carbohydrate is being metabolised at the same time. 
Let us take an example. A diet of proteid and fat, 
that is, a rigid diabetic diet, produces in a healthy 
man slight acidosis which varies in degree with the 
individual. This acidosis is entirely prevented if 
50-100 grm. of carbohydrate are added to the diet; 
citric acid has less of this effect and alcohol none. 
In a case of severe diabetes also a proteid*fat diet 
stirs up acidosis, but to a much greater extent; and 
again, the degree of the acidosis varies with the 
severity of the case and the individual. Carbo- | 
hydrates will reduce this acidosis to an extent 
which depends upon how far the body still retains 
any power of utilising dextrose. It can be stated 
generally that acidosis from the acetone bodies 
occurs always when the tissues have to metabolise 
large quantities of fat in the absence of sufficient 
carbohydrate. This state of things is found in a 
very large number of clinical conditions. It is 
present in severe diabetes, even when the patient 
is eating an ordinary mixed diet, provided that 
the disease is too severe for the body to utilise the 1 
requisite quantity of dextrose. It is found in con- j 
ditions of partial or complete starvation ; because I 
the body then is forced to subsist chiefly on its stored | 
fat. Thus it is produced by rectal feeding, excessive 
vomiting, during fevers, after anaesthetics, in I 
uraemia, etc. It is also found in all acute and I 
severe hepatic disease, because in them not only ‘ 


is the patient generally in a condition of partial 
starvation, but also the hepatic cells are too dis¬ 
eased to oxidise the various organic acids, such as 
lactic and /3-oxybutyric acids, which they ought to 
destroy. 

Conversely in preventing or treating an acidosis 
due to the acetone bodies we can either give carbo¬ 
hydrates, if they are deficient, or we can try to 
improve the power of the body to utilise carbohy¬ 
drates, as in diabetes; or we can treat the patient 
with alkalies, in order to insure that the acids are 
completely neutralised and that acidosis does not go 
on into acid intoxication. 

(3) Does, an Acidosis per se produce 
Symptoms ? 

We have already seen that an acid intoxication 
of necessity upsets the functions of the tissues and 
produces serious symptoms. We have to consider 
whether any and every acidosis gives rise to 
symptoms apart from the underlying change, 
whatever it is, which causes the acidosis. This 
question is one of some practical importance. 
Many patients in whom an acidosis is found are 
acutely ill; it is therefore necessary to known 
whether the acidosis is the cause of any of the 
symptoms, and therefore requires treatment, or 
whether it is merely one of the many symptoms of 
the underlying conditions, and therefore requires 
no special treatment. The answer to this question 
can readily be given by considering the condition 
of a healthy man who voluntarily fasts, or of a case 
of haematemesis from gastric ulcer who receives 
nothing but salines per rectum. In both of these 
instances an acidosis in every way identical in mag¬ 
nitude with that of a really severe case of diabetes 
may be produced, and may be allowed to go on 
for a fortnight or more without the patient showing 
any signs of functional upset or illness. It is 
manifest, therefore, that an acidosis associated with 
the excretion of large quantities of 0-oxybutyric 
acid together with diacetic acid and of acetone 
both in the breath and urine, even when it lasts 
for several days, does not of itself produce any 
symptoms, and yet there are many clinical conditions 
associated with much less severe acidosis than this 
in which the acidosis has been held responsible for 
producing grave illness, serious vomiting, cerebral 
symptoms, and even death. 
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(4) How can the Presence and Degree of 
an Acidosis he Ascertained? 

It is very simple to demonstrate the presence of 
the acetone bodies in the urine, and therefore of an 
acidosis. But this, after all, is not often of any 
practical importance. If one knows that the 
patient has severe diabetes, acute destruction of the 
liver, or is metabolising little or no carbohydrate, 
one can prophesy with certainty that acidosis will 
be found. It is, however, of the utmost importance 
to know the degree of the acidosis, and whether 
acidosis is passing on into acid intoxication or not. 
It is much more difficult to obtain information on 
these points by simple clinical means. Estimations 
of the total excretion of acetone bodies, of the 
tension of C 0 2 in the expired air, of the alkalinity 
of the blood, are quite outside the scope of the 
ordinary clinician. He has to rely on much 
simpler methods, of which the three following are 
the most useful and informing. 

(a) Colour-tests for acetone and diace tic acids .— 
The sodium nitro prusside test for acetone and the 
reaction of diacetic acid with a solution of ferric 
chloride are the tests in question. The depth in 
colour of the reactions may be taken as roughly 
corresponding to variations in the percentage of 
these two substances in the urine. Unfortunately 
there is no colour-test for / 3 -oxybutyric acid. If 
the urine contains a little acetone but no diacetic 
acid there is no acidosis. If the colour of the 
acetone reaction is deep, and that with ferric 
chloride slight, some acidosis is present. When 
the diacetic acid reaction becomes well marked 
/ 3 -oxybutyric acid also will be present. When the 
ferric chloride reaction is very dark indeed, and 
the patient’s breath smells strongly of acetone, a 
really high-grade acidosis is certainly present. 
This state of things may go on for weeks or 
months in severe diabetes without acid intoxication 
supervening. Consequently it is necessary to 
remember that these colour-tests do not enable us 
to distinguish a severe acidosis, which can produce 
no symptoms, from an acid intoxication, which 
will. 

( 6 ) Estimation of the ammonia in the urine. —A 
normal man on an ordinary diet passes out less 
than about 1 grm. of ammonia; and this forms 
at most about 5 per cent, of the total urinary 
nitrogen. For ordinary clinical purposes it is suffi¬ 


ciently accurate to estimate the ammonia by the 
formalin method and the total nitrogen by a 
reliable hypobromite method; both of these 
require a minimum of time, apparatus, and skill. 
The correct interpretation of the results of the 
estimations is a much more, difficult problem, 
because even in health the figures are so much 
altered by changes of diet. 

In acidosis, ammonia, which would otherwise be 
converted into urea, is used to neutralise acids 
and is excreted in combination with them; it 
therefore follows that both the absolute quantity 
of urinary ammonia and the proportion which it 
forms of the total nitrogen must be increased. 
Either of these two effects may be present sepa¬ 
rately without acidosis. In the first place the 
absolute excretion of ammonia may be increased 
without acidosis. For instance, if a man excreting 
15 grm. nitrogen and o*6 grm. ammonia has his 
meat increased so that he passes out 30 grm. 
nitrogen, the ammonia will rise to about 1*5 grm. 
This absolute rise of ammonia does not indicate 
acidosis, because it forms still but a perfectly 
normal proportion of his total nitrogen. Conversely 
if his meat had been cut down so that he excreted 
5 grm. nitrogen the ammonia might still be 0*6 
grm., and this would now form 12 per cent, 
instead of 4 per cent, of the total nitrogen. 
Nevertheless, this rise of the percentage figure 
does not indicate acidosis, because the absolute 
| excretion is not raised. In other words an acidosis 
i is present only when the ammonia figures art* 
raised absolutely and relatively to the total nitrogen 
above the normal. 

In any given case of acidosis variations in the 
excretion of ammonia from time to time are of 
great value in estimating the progress of the case. 
The total excretion of ammonia runs roughly 
parallel with the excretion of /3-oxybutyric acid, 
and the percentage which ammonia forms of the 
total nitrogen goes up and down with the degree 
of acidosis. But these figures are of little or no 
value when comparing one case with another. 
Thus a patient whose ammonia forms 30 per cent, 
of his total nitrogen has not necessarily twice as 
severe an acidosis as one in which the figure is 15 
per cent. The latter patient may be in diabetic 
coma, whilst the former may seem comparatively 
well. 

Whenever, either in health or in an acidosis. 
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alkalies are given, the excretion of ammonia both 
absolutely and relatively to the total nitrogen 
is decreased, because the body will always use a 
mineral base, such as sodium, to neutralise acids 
in preference to ammonia. 

(r) Giving alkalies by the mouth or rectum .— 
The most suitable substance for this purpose is 
sodium bicarbonate. If a healthy man on an 
ordinary mixed diet takes 2 drm. of this alkali his 
urine will be made alkaline for about twenty-four 
hours, because his body has received base in excess 
of any acid which it is producing, and therefore 
excretes the base in the urine. In an acidosis 
this dose of alkali does not make the urine alkaline, 
because there are organic acids with which the 
base can be combined, and which are excreted in 
combination together in the urine. It is obvious 
that if we go on increasing the dose of alkaline 
until the urine becomes either neptral or alkaline, 
we obtain a rough measure of the quantity of acid 
which the body is producing, and therefore of the 
degree of acidosis. Any patient who requires more 
than about one ounce a day of sodium bicarbonate 
to make his urine alkaline is certainly suffering from 
an acidosis of very considerable severity; but it is 
necessary to remember that a diabetic patient may 
be up and about whose acidosis is of such a 
magnitude that even 3-5 ounces of this alkali do 
not make his urine neutral. 

(5) Clinical Conditions in which an 
Acidosis has been Observed 

Acidosis has been noted in a very large 
number of conditions; and in many of them it 
has been held responsible for serious symptoms, 
and has therefore been thought to demand urgent 
treatment. We have to consider briefly what 
these conditions are, and whether an acidosis in 
any way approaching acid intoxication has been 
observed in them. 

In scurvy the alkalinity of the blood has been 
found to be depressed. Nevertheless, there is no 
reason for thinking that the essential cause of 
scurvy is either an acidosis or an acid intoxication ; 
or that the disease can be cured or prevented by 
the simple administration of alkalies. 

In urcemia , eclampsia , and the toxcemic vomiting 
of pregnancy an acidosis has frequently been 
observed; and there is nothing remarkable in this, 
considering the diet, convulsions or vomiting, 


which may be present; and that in the last, at any 
rate, there may be acute necrotic changes in the 
liver. 

In any fever slight acidosis may be present. Its 
occurrence is of no importance other than as a 
hint that the usual three pints of milk a day is 
after all semi-starvation and a diet very deficient 
in carbohydrate. It is possible to add greatly to 
the energy of the diet and to get rid of the acidosis 
by giving 2-3 ounces of milk-sugar with Benger*s 
food, or broken up rusks in the milk. 

The cyclical vomiting of children is a condition in 
which acidosis is certainly present, and in which the 
acidosis is held responsible for the more acute and 
alarming symptoms. These very acute attacks of 
vomiting and prostration are preceded for a few 
hours or days by prodromal symptoms, consisting 
of constipation, loss of appetite, headache and 
listlessness. There is no reason to believe that 
these severe attacks differ, except in degree, from 
the similar but milder attacks of recurrent bilious¬ 
ness which are almost physiological in some 
nurseries. The most generally accepted view of 
the more severe form is that the prodromal sym¬ 
ptoms represent the effect of an intestinal intoxica¬ 
tion, which causes an acidosis due to the acetone 
bodies; and that these acids produce the symptoms 
of the acute attack. This view, however, that an 
acidosis causes the acute symptoms, has recently 
been completely disproved. The acidosis is too 
mild to be an acid intoxication; the acidosis starts 
after and not before the acute attack, and is 
obviously due to vomiting and starvation. Further, 
the acidosis can be completely prevented by the 
administration of dextrose, and yet the acute sym¬ 
ptoms occur just the same; again, an acidosis equal 
to that of the acute attack can be produced arti- 
fically during the period between two attacks 
without producing any symptoms at all. It is 
therefore obvious that the acidosis is a symptom 
of the acute attack and not the cause of it; and 
that treatment of the acidosis either by alkalies or 
glucose is not curative, but merely symptomatic. 
It has been shown that even during the quiescent 
period the metabolism of the liver is abnormal; it is 
suggested that this upset is caused by intestinal 
auto-intoxication, and that the acute attack repre¬ 
sents a culminating point in this process of poison¬ 
ing. The point requires much more investigation ; 
but even the little which is known about it indicates 




70 The Clinical Journal.] 


DR. BEDDARD. 


[May 8,1912. 


that we require a preventative treatment during 
the quiescent period rather than a symptomatic 
treatment during the acute attack. 

In acute yell&iv atrophy of the liver and phos¬ 
phorus poisoning a severe acidosis is certainly 
present, which may aid the fatal result by passing 
into an acid intoxication. Therefore in a case of 
poisoning by phosphorus, as soon as the secondary 
hepatic symptoms show any signs of arising it would 
be wise to begin treatment with glucose and alkali. 

In delayed chloroform poisoning we are dealing 
with a condition in many respects similar to the 
second stage of poisoning by phosphorus. The 
usual history is that a child is anaesthetised with 
chloroform, sometimes only for a comparatively 
short time; that the post-anaesthetic vomiting, 
instead of stopping in a few hours at most, becomes 
severe and persistent; and that this is rapidly 
followed by delirium, drowsiness, coma, and death. 
The most obvious find post mortem is a very large 
and fatty liver. It is possible to make sufficient 
dogmatic statements about the condition without 
entering upon the controversy which the subject 
has excited. The fatty condition of the liver and 
other organs is due primarily to the toxic effect of 
the anaesthetic, and secondarily to starvation. 
The acidosis by acetone bodies is caused by the 
vomiting and starvation. Death is due to the 
general intoxication, tissue-starvation and acid 
intoxication. Children are more susceptible than 
adults for several reasons; their tissues are more 
easily damaged by anaesthetics, and when thus 
poisoned, acute tissue-starvation is more readily 
produced and severely felt; the preparatory and 
post-anaesthetic deprivation of food produces severe 
acidosis much more certainly in children than in 
adults. Any general anaesthetic may produce the 
condition, but chloroform has been the anaesthetic 
in a very great majority of cases. Post anaesthetic 
vomiting and acetonuria are symptomatic of a mild 
degree of the same intoxication which produces 
delayed chloroform poisoning. 

The cases under consideration emphasise these 
general conclusions in regard to anaesthetics : the 
much greater toxicity of chloroform in comparison 
with ether, and more still with gas and oxygen; 
the avoidance of chloroform, if possible, in severe 
diabetes and hepatic diseases, in cachexias and 
acute starvation ; the necessity of reducing the 
dose of chloroform by operating with commend¬ 


able rapidity ; the undesirability of carbohydrate 
starvation before anaesthesia; the importance of 
realising that to have avoided all post-anaesthetic 
symptoms is to have increased materially the 
patient's chance of recovery. The treatment of 
delayed chloroform poisoning is largely preventa¬ 
tive. Children can be given glucose almost up to 
the time of the operation. If the anaesthesia is 
followed by much vomiting the use of sodium 
bicarbonate and of glucose is obvious. The 
alkali can be given by the rectum if necessary ; and 
a 6 per cent, solution of glucose in water can be 
given per rectum , subcutaneously or intra-venously, 
according to the necessities of the case. 

Diabetes is the last and most important example 
of acidosis. Not every case of diabetes shows it; 
the presence or absence of the acetone bodies in 
the urine, when the patient is eating an ordinary 
mixed diet, is an obvious clinical distinction between 
the severe and mild type of the disease. Every 
case of the severe type shows acidosis, more or 
less, according to the severity of the case and the 
diet. It is most important to remember that with¬ 
drawing all carbohydrates from the dietary leads to 
a much more rapid and severe acidosis than it 
does in a normal person. A moderate degree of 
acidosis is not indicative necessarily that coma is 
imminent; the patient may, with care, live for 
years in this condition. Sooner or later, however, 
every case of severe diabetes gets worse, and will, 
barring accidents, die in diabetic coma. This 
coma is an almost pure example of an acid intoxi¬ 
cation by the acetone bodies ; in fact it is the only 
one known in clinical medicine. It is, therefore, 
instructive to compare the symptoms of diabetic 
coma with those of some of the other conditions 
which are thought to be due to an exactly similar 
acid intoxication. 

Some of the facts we have already considered 
have a very practical bearing on the treatment of 
severe diabetes. In regard to diet we have seen 
that a proteid-fat or strict diabetic diet stirs up 
acidosis much more than in normal people. So 
much is this the case that this diet can easily 
send a suitable patient into coma within a week or 
fortnight of his beginning it. We have seen that 
the acidosis of this diet is prevented in normal 
people by taking with it about ioo grm. of carbo¬ 
hydrate ; the same is true in diabetes. Therefore 
it is perfectly safe to put any diabetic patient 
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straight on to a rigid diet to which 100 grm. 
of starch is added. A further reduction of starch 
below this quantity is often necessary; but it is 
carried out gradually, and its effect is carefully 
watched. We have seen that vegetables which 
contain a super-abundance of base are of import¬ 
ance in the dietary. 

Having started the patient off on a safe prelimi¬ 
nary diet, it is next necessary to estimate and 
control the acidosis by alkalies. The patient is 
given sodium bicarbonate by the mouth in increas¬ 
ing doses every four to six hours until the urine is 
neutral or alkaline. As soon as this point has 
been reached we know that all the acids which are 
being formed or have accumulated in the body 
have now base to neutralise them and to insure 
their excretion. The dose of alkali can then, as a 
rule, be reduced ; the patient should take enough 
every day to keep his urine neutral or only just 
acid. Sodium bicarbonate can be given in cachets, 
one drachm in each. When, however, large doses 
have to be taken it is better to dissolve it in warm 
milk, about one drachm of the alkali in each ounce 
of milk. It may also be given in a concentrated 
solution per rectum. Sodium bicarbonate may at 
first produce some laxity of the bowels, but this 
soon passes off and is rather a help in severe cases. 
Occasionally it is not possible to give the patient 
sufficient alkali to make the urine neutral, because of 
the appearance of an oedema similar in appearance 
to that of acute Bright's disease. The oedema is 
caused by the kidney being unable to excrete such 
enormous quantities of base in combination with 
acids ; the excess remains behind in the tissues 
together with water, and oedema is produced. 
This difficulty is rarely seen in young patients ; it 
occurs not infrequently in patients past middle 
age, because their kidneys are either structurally 
unsound or have been long irritated by the excre¬ 
tion of acids. As soon as the patient is fully under 
the influence of alkali his weight begins to go up. 
This is partly the result of an actual improvement 
in his condition resulting from the complete 
neutralisation of all acids and the consequent 
increased ability of his tissues to utilise carbo¬ 
hydrate. But the increase in weight may be ex¬ 
ceedingly rapid—several pounds in a few days; 
such an increase is obviously due to the retention 
of water in the body, and is as quickly lost if the 
alkali is reduced. 


Having thus estimated and controlled the acid¬ 
osis, we have now to find the optimum diet for the 
case. Our object is to keep down the swamping 
of the tissues with unused dextrose, and at the 
same time not to stir up the acidosis to a serious 
degree. At first any reduction of the starch in the 
food is followed not only by a decreased excretion 
of sugar, but also by an increased acidosis. It is 
often, therefore, necessary, instead of giving one diet 
containing a fixed quantity of carbohydrate, to 
prescribe alternate diets each of which separately 
fulfils one of the objects in view. Thus a diet of 
oatmeal and butter reduces the acidosis, but may 
increase the sugar. This may alternate with periods 
of fat-proteid diet or of a diet poor in proteids 
with the object of reducing the sugar in the urine. 
As soon, however, as the patient begins to improve 
materially, we find that the excretion of sugar and 
of the acetone bodies begin to fall more or less 
together ; because the tissues are now beginning to 
regain their power of utilising dextrose, and conse¬ 
quently even the quantity of dextrose derived from 
the proteid food is now sufficing to prevent the 
onset of acidosis. It is, I fear, impossible for me 
to enter further into questions of diet. It must be 
obvious to everyone that if by diet and alkalies 
we have the power of controlling acidosis in diabetes, 
it ought to be possible to ward off coma indefinitely, 
provided that this complication is a pure acid in¬ 
toxication. It is notorious, however, that although 
temporary recovery from coma is possible, the 
patient will ultimately relapse in spite of treatment. 
It is this failure to prevent coma which alone makes 
us think that there must be some other factor in 
its production than acid intoxication. 

May 6 th , 1912. 


Exhibition of Specimens of Aneurysm. 

On Tuesday, May 14th, a large exhibition of 
specimens of aneurysm, collected from the various 
Metropolitan museums, will be held by the Surgical 
Section of the Royal Society of Medicine. The 
exhibition will be followed (at 5.30 p.m.) by a 
debate on the “ Surgical Treatment of Aneurysm," 
to be opened by Prof. Gilbert Barling, of Bir¬ 
mingham. A unique opportunity for the study of 
aneurysm will thus be afforded to those who are 
interested in this subject. 
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A CLINICAL LECTURE 

ON 

SWELLINGS OF THE CHEST- 
WALL. 

By H. MORRISTON DAVIES, M.C.Cantab., 
F.R.C.S.Eng., 

Assistant Surgeon, University College Hospital. 


Of the many diseases which may give rise to 
tumours or swellings of the chest-wall the majority 
are but infrequently met with, and the student 
therefore does not acquire any considerable direct 
clinical experience of their nature and appearance. 
It is partially for this reason—the necessity of 
recourse to books or lectures to make up for the 
clinical inexperience—that I have chosen this 
subject for my lecture to-day; and partially also 
because, when these tumours do occur, the errors 
made in diagnosis are usually numerous. 

In this lecture I do not propose to say anthing 
about swellings of the chest which are the result 
of deformity, or to discuss tumours which origi¬ 
nate in the skin or subcutaneous tissues, in the 
breast or lymphatics. I shall confine myself 
principally to those swellings which have their 
origin in the chest-wall deep to the subcutaneous 
tissues or breast, but I must necessarily—and 
that mainly for the purposes of differential diag¬ 
nosis—deal with swellings which affect the chest- 
wall as the result of some primary intra*thoracic 
condition. 

The following classification shows the various 
diseases which have to be considered to-day. 

Congenital. 

Dermoids, extra- or intra-thoracic. 

Acquired. 

a. Swellings Originating in the Chest-wall\ 

Traumatic .—Fractures of rib, cartilage or ster¬ 
num ; dislocation of the cartilage. 

Infective .—Acute osteomyelitis, typhoid osteo¬ 
myelitis, pneumococcic osteomyelitis. 

Granulomata .—Tubercle, syphilis. 

Tumours , benign. —Lipoma, enchondroma. 

Tumours , malignant .—Chondro-sarcoma, myxo¬ 
sarcoma, sarcoma, secondary carcinoma. 

* Delivered at University College Hospital. 


h. Swellings Affecting the Chest+waU Secondarily . 
(i) Primarily Intra-thoracic. 

Traumatic .—Surgical emphysema, hernia of the 
lung, diaphragmatic intercostal hernia. 

Infective .—Secondary to empyema. (Edema, 
cellulitis, abscess, gangrene. 

Granuloma .—Actinomycosis. 

Tumours. — Aneurysm, endothelioma of the 
pleura. 

(2) Secondary to Spine. 

Granuloma .—T ubercle. 

Congenital Swellings. 

Dermoids may be extra-thoracic, when they 
appear as smooth, well-defined, fluctuating swellings 
in the mid-line over the sternum, generally at the 
level of the junction of the manubrium and the 
gladiolus. They are fixed on their deep aspect, but 
are not adherent to the overlying skin unless they 
have been the seat of inflamnjation. More rarely 
the dermoid originates in the thorax, and increasing 
in size produces, in addition to the intra-thoracic 
manifestations, a swelling on the surface. Morris, 
who collected fifty-seven cases in addition to 
publishing one of his own, found that in thirteen 
cases there was “ a bulging or fulness of one side 
of the chest, usually anteriorly,” and usually also in 
the upper part of the chest, close to or involving 
the sternum. These tumours, although of congenital 
origin, rarely give rise to any symptoms till puberty 
or later, but tend then to progress rapidly. The 
symptoms in brief are—dyspnoea, cough and pain, 
often paroxysmal, haemoptysis and expectoration of 
sputum, which is sometimes copious, and may be 
foul. When the sputum contains hairs the diagnosis 
is greatly assisted. The signs are those of compres¬ 
sion of the lung or of fluid, together with cyanosis. 
Fluctuation and an impulse on coughing may be 
obtained over the swelling in the chest-wall. The 
skiagram shows an abnormal mediastinal shadow, 
with displacement of the mediastinal contents and 
imperfect aeration of one or both lungs. 

Acquired Swellings Originating in the 
Chest-Wall. 

The swellings which may be found for some 
time after fracture of a rib or ribs, fracture of 
the sternum or dislocation of a costal cartilage 
seldom give rise to difficulties in diagnosis. There 
is the history of the injury, and the signs are those 
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which are found in association with callus forma¬ 
tion. If neighbouring ribs are broken the frac¬ 
tured ends of the adjacent ribs may become 
united by new bone formation. 

Here should be mentioned the fact that in 
people over forty, specially males, irregular ossific 
processes may be found projecting from the first 
costal cartilage, or from the margins of a fracture 
of that cartilage. Very rarely the bony outgrowth 
is so marked that a tumour appears on the surface 
of the chest under the pectoralis major. Such a 
tumour may be seen on the chest of this man, 
who is aet. 54 years. 

Inflammatory lesions of the ribs are not com¬ 
mon. Acute osteomyelitis, which so frequently 
attacks the long bones, is rarely seen affecting a 
rib. Fritz has been able to collect only seventy- 
five cases of this disease. From an investigation 
of this material he has found that it is twice as 
frequent in males, and that it occurs generally in 
young people, specially during the first few years 
of life. The Staphylococcus aureus is the organism 
found in the majority of cases, but the pneumo¬ 
coccus, streptococcus, gonococcus, and Staphylo¬ 
coccus albus have also been described. As a rule only 
one rib is implicated, but two or more, either on 
the same or on both sides, may be affected. 

Acute osteomyelitis of the first rib has never 
been described. The disease has been seen in 
connection with all the other ribs, but those most 
often affected are the fourth, fifth, sixth, and 
seventh. The two parts of the rib which are 
most liable to be infected are anteriorly near the 
chondro-costal junction, and posteriorly external 
to the head. In both situations the general 
symptoms produced are the same—the sudden 
onset, general malaise, rigors and fever, severe 
pain over the affected rib and tenderness. When 
the infection is at the anterior end the abscess 
develops superficially, and, breaking through the 
periosteum, spreads in the soft tissues on the 
front of the chest. But when the disease has 
attacked the posterior part of the rib the abscess 
most often forms between the pleura and the chest- 
wall, and gives rise to any or all of the phenomena 
which may develop in connection with a localised 
empyema. In such cases the swelling on the 
chest-wall may pass unnoticed, and owing to the 
density of the pus a skiagram is not likely to 
reveal the lesion in the rib, but will give an appear¬ 


ance similar to that obtained in a case of localised 
effusion. If, however, the lung shows no abnor¬ 
mality other than that of compression, the history 
of sudden onset of illness, the pain and tenderness, 
at first at any rate localised over the posterior part 
of a rib, and the presence, perhaps, of some swelling 
or oedema in this region, should make one consider 
the possibility of osteomyelitis. 

Acute osteomyelitis of the scapula does not pre¬ 
sent any special difficulties in diagnosis. The costal 
cartilages may be the seat of acute suppuration, and 
the course of the disease resembles that of the 
acute infection at the anterior end of the rib. 

As in the long bones, so too in the ribs, osteo¬ 
myelitis may begin as a subacute or chronic lesion, 
or an acute attack may for lack of prompt or 
adequate treatment become chronic with the 
formation of sinuses and sequestra. Typhoid 
osteomyelitis is commoner than acute pyogenic 
osteomyelitis. It may develop during any period 
of the acute specific or years after, and has even 
developed as the initial manifestation of an attack 
of typhoid fever. The organisms found are typhoid 
bacillus in pure culture, staphylococcus, Bacillus 
col *or a mixed infection of typhoid and pyogenic 
organisms. Men are more frequently affected 
than women. The commonest seat of the lesion 
is in the cartilage close to the chondro-costal 
junction. Lexer has shown as the result of injec¬ 
tion experiments on young subjects that there are 
two vessels of supply to the rib and cartilage—the 
one a long nutrient artery running along the 
medulla of the bone towards the cartilage, the 
other an artery which runs under the perichon¬ 
drium, but which dips down into the cartilage close 
to the junction of cartilage and rib. Lexer sug¬ 
gests that osteomyelitic and tubercular infections 
are conveyed by the nutrient artery, but the 
typhoid infection is conveyed by the artery which 
supplies the perichondrium. 

Typhoid osteomyelitis resembles acute osteo¬ 
myelitis in the mode of onset, but the swelling of 
the bone may remain stationary for considerable 
periods, or subside without the formation of an 
abscess. 

Pneumococcic osteomyelitis may be acute, when 
it is characterised by diffuse swelling with very 
slight local manifestations such as redness of the 
skin; or it may be chronic when it resembles 
tubercular disease. 
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Granu/omata .—Tubercular caries of the rib or 
sternum is the commonest form of tumour of the 
thoracic wall. It can occur at any age. In the 
ribs the disease usually begins close to the chondro- 
sternal joint, but any part of the bone may be 
affected. As tubercle rarely invades the first and 
the eighth to the twelfth ribs, the swelling produced 
by this type of lesion is most frequently found 
situated on the anterior aspect of the upper part of 
the chest. 

The onset is often so insidious that the atten¬ 
tion of the patient is first attracted to the condition 
by the presence of the swelling formed by the 
abscess; but an aching pain, localised or referred 
along the course of a nerve, and tenderness may be 
the initial symptoms. The abscess develops in I 
connection either with the external or internal | 
aspect of the bone, or it may completely surround j 
the carious portion of the rib. The signs vary 
with the position of the abscess. An abscess 
developing in connection with the anterior surface 
of a rib which is subcutaneous will form a fluctua¬ 
ting swelling which is either wholly or partially | 
obscuring the affected portion of the bone, and 
possibly overlapping adjacent ribs and intercostal 
spaces ; the outline is regular, smooth, and as a 
rule well defined, the definition being most marked 
in the more chronic cases owing to the increase in . 
thickness of the walls. If the diseased rib is 1 
covered by a thick muscle such as the pectoralis 
major or by dense fascia as on the back the signs 
are less distinct, and a diffuse elastic swelling, 
simulating a lipoma, is produced. | 

Pus escaping from the inner surface of a rib 
forms either a localised abscess resembling a 
localised empyema, or tracking downwards and 
outwards appears through the intercostal muscles 
as a subcutaneous swelling. This form will very 
often give an impulse on coughing. In these cases 
enlargement of the rib may be detected. 

The specimen shown here is part of a carious 
fifth rib with a thick-walled chronic abscess con- j 
nected with the anterior surface and which tracked 
downwards and outwards under the pectoralis 
major : the tumour was so well localised that I was 
able to dissect out the whole diseased area in one 
mass, reflecting the pleura, which was unthickened, 
off the posterior surface of the rib. 

Tubercular abscesses appearing just below the 
clavicle usually originate from that bone, but it is 


! not always possible to determine the primary focus 
except by operation. 

In caries of the sternum when the lesion is 
superficial there is generally very little difficulty in 
the diagnosis, but when the abscess forms on the 
posterior aspect of that bone it tracks downwards 
and appears through one of the lower intercostal 
spaces. Rarely, however, the pus remains inside the 
thorax and causes pressure on the adjacent organs. 

In all cases of tubercular abscess, when sub¬ 
cutaneous, increased heat and redness of the skin 
can be made out; while occasionally when the pus 
is more deeply situated there is slight oedema of 
the overlying tissues. In doubtful cases a skiagram 
should reveal the caries of the bone, but when the 
sternum is the suspected seat of trouble the 
skiagram must be taken with the patient in the half 
lateral position, so as to show the sternum against 
the lung instead of against the opaque tissues of 
the mediastinum. 

Syphilis may manifest itself in the secondary 
stage in the form of a periostitis which gives rise to 
fusiform elastic swellings involving one surface 
only of the sternum or ribs. These swellings are 
very tender and painful, the pain being often worse 
at nights. In the tertiary stage of syphilis, gummata, 
either of the bone or muscle, may develop on the 
thorax, and as the symptoms and signs differ in no 
way from similar granulomata in other parts of the 
body no special description of them is necessary. 
Attention, however, must be called to the possibility 
of gummata originating under the breast,' and 
involving that gland in the general infiltration and 
thereby leading to confusion in the diagnosis. 

In congenital syphilis an enlargement of the 
epiphysial ends of the ribs is sometimes seen, and 
closely resembles the nodular overgrowth of these 
bones produced by rickets. 

Tumours .—Lipomata are either intermuscular or 
periosteal in origin. A brief account of a periosteal 
lipoma which was under the care of Mr. Pollard 
will serve to illustrate some of the difficulties in 
diagnosis which such a tumour can offer. The 
patient was a man set. 46 years, who had noticed a 
lump under his right clavicle for ten years; it had 
become painful only recently. Projecting from 
below the clavicle and between the fibres of the 
pectoralis major was a rounded mass about the 
size of a pigeon’s egg partially marked off into 
lobules. The lower and inner border was rounded 
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and well defined, the upper and outer faded away 
towards the clavicle and under the upper fibres of 
the pectoralis major. The tumour was soft and 
fluctuated, but in the lower and outer nodule there 
appeared to be numerous smooth, hard bodies which 
could be grated together. The overlying skin was 
unaffected. With the arm to the side, when the 
patient coughed, an impulse was obtained in the 
tumour; this, however, was not present when the 
pectoralis was relaxed. The tumour proved to be a 
lipoma growing from the periosteum of the first 
rib, while the hard bodies felt in the outer nodule 
were thin plates of bone, fairly smooth externally, 
but presenting on the inner aspect spicules which 
penetrated into the substance of the mass. 

Chondro-lipomata have also been described 
originating from the costal cartilages. 

Chondromata of the ribs grow close to the 
costo chondral juncture. When small they form 
well-defined, slightly lobulated, hard tumours. 
Johnson and Lawrence mention a case where a 
chondroma u pushing the breast forward simulated 
to a certain extent a tumour of the breast itself.” 
These tumours grow also on the deep surface of 
the ribs and when large produce symptoms of 
intra-thoracic pressure. They sometimes undergo 
either simple or malignant degeneration and then 
form large tumours, partly cystic and partly solid. | 
When the tumour develops from one of the lower 
ribs it may spread among the muscles of the 
abdominal wall. In this respect a case under the 
care of Mr. Pollard is of considerable interest. 
The patient was a woman, aet. 48 years, who had 
noticed a lump in the left side of her body for five 
years but it had increased in size rapidly during the 
previous few months. There was no pain. The 
tumour extended from the left posterior costal 
margin downwards and forwards in the abdominal 
wall to the level of the iliac crest. It was oval in 
outline but constricted by a waist at the junction 
of the upper and middle thirds. The upper part 
was smooth, rounded, well defined, and hard ; the 
lower part was also smooth, but less well defined 
and elastic. The whole tumour was movable, but 
the extreme upper pole was attached to the tip of 
the twelfth rib. The tumour was removed, and was 
found to be an enchondroma undergoing degenera¬ 
tion. The patient, however, returned some-time 
later with a recurrence, and the tumour then proved 
to be a chondro-sarcoma. 


Chbndro-sarcomata resemble simple chondro¬ 
mata so closely that clinically they cannot always 
be distinguished ; this is specially the case when, 
as in the case quoted above, the tumour, at first a 
simple chondroma, has later become malignant. 
The malignant variety shows, as a rule, a much 
greater tendency to infiltrate the surrounding 
tissues. 

Myxo-sarcomata develop in connection with the 
fascia of the muscles, and form well-defined, smooth 
or lobulated, soft elastic swellings. When growing 
from the fascia covering the pectoralis major the 
1 growth pushes the breast to one side, and may 
I easily be mistaken for a sarcoma of the gland itself. 
A point of practical importance is that in their 
early stages these tumours are encapsuled and shell 
| out with extreme ease. After such treatment they 
recur ; wijth each successive recurrence the inter- 
j vening time is shorter, and the tumour gradually 
j loses the myxomatous structure, becoming more 
j and more sarcomatous in character, and therefore 
I more malignant. 

Periosteal sarcoma is one of the commonest 
tumours of the chest-wall, growing usually from the 
periosteum of the ribs, rarely from the sternum. 
The tumour increases in size much more rapidly 
than a chondroma, and is often tender. As it 
j spreads along the bone it has a well-defined outline 
| and a lobulated surface. The attachment to the 
bone, of muscle or tendon may temporarily arrest 
j the spread of the growth, but this obstruction is 
later overcome by the tumour undermining the 
periosteum. At such places the outline of the 
tumour is sloping and ill-defined. Though origin¬ 
ating from a single rib a sarcoma may overlap 
adjacent ribs and intercostal spaces. 

Secondary malignant growths of the chest are 
seen most commonly after amputation of the breast 
for carcinoma; but the tumour may be the first 
clinical manifestation of an unsuspected primary 
growth elsewhere, most probably in the breast, 
thyroid, kidney (hypernephroma), or prostate. 
The first symptoms of these secondary deposits 
are dull, aching or lancinating pain and tenderness 
over the affected bone, the appearance of swelling, 
spread of the growth into surrounding structures, 
and possibly infiltration of the skin or the forma¬ 
tion of a fungating mass. When the primary 
growth is in the thyroid the metastasis may 
pulsate. 
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Swellings affecting the Chest-Wall 

SECONDARILY. 

(i) Primarily Intra-thoracic. 

Traumatic .—Injuries of the chest-wall—fractures 
of the ribs or sternum—may be complicated by j 
injuries to the pleura or lungs, and as a result 
surgical emphysema may develop. The mode of 
occurrence is best illustrated in the case of fracture 
of a rib. When the ribs are fractured by com¬ 
pression of the chest the rib breaks by bursting 
outwards, and the pleura or lungs are seldom 
injured. But if the ribs are broken by direct 
violence the fractured ends are forced inwards, and 
pressing against the pleura and lung may directly 
penetrate these structures. This sometimes allows 
the escape of air from the lung into the tissues of 
the chest-wall, and the condition known* as surgical 
emphysema results. If the escape of air is slight 
the swelling is localised, but the margins are ill- 
defined. In severer cases the air, extending between 
the muscles and along the subcutaneous tissues, 
produces a bloated appearance of the chest, neck 
and face, the eyes being completely closed by the 
swelling of the eyelids. The presence of the air 
in the tissues is easily diagnosed by the soft crack¬ 
ling felt when the skin is pressed by the finger, j 
Rarely when the sternum is broken the air escapes 
also into the mediastinum, and spreading upwards 
round the trachea may lead to asphyxia and death. 

Hernias of the lung occur very seldom. There 
is generally a previous history of injury. The 
tumour is never large but increases in size on 
coughing and can sometimes be reduced, during 
which process crepitations can be felt and heard. 

Swellings on the anterior aspect of the chest 
close to the costal margin in the sixth to the tenth 
interspaces which are due to diaphragmatic inter¬ 
costal herniae have also been described. They are 
generally the result of traumatism and give the 
signs of a hernia of the intestine or omentum ; the 
condition can be confirmed by the X rays. 

Infective .—An empyema may produce a local or 
more rarely a diffuse swelling of the chest-wall. 
The local swelling is due to pus making its way 
through an intercostal space and forming an 
abscess on the outside of the thorax. During the 
early stage of the escape of the pus to the surface 
the swelling may be due to oedema of the tissues 
only; later, however, as the pus accumulates, fluctua¬ 


tion together with heat and redness of the skin are 
present. When the empyema is localised primarily 
or secondarily after a thoracotomy by the expand¬ 
ing lung preventing free drainage, the oedema or 
abscess appears directly over the seat of the intra¬ 
pleural accumulation. In large empyemata, how¬ 
ever, specially in children, the pus usually per¬ 
forates the chest-wall anteriorly in the second, 
third, or fourth intercostal space. The history in 
some cases gives no clue to the diagnosis, as the 
empyema may be latent and the first clinical sign 
to appear is the thoracic swelling. The skiagram 
should, however, settle the diagnosis in all cases. 

Occasionally after the chest has been tapped for 
fluid a swelling occurs at the site of puncture. 
This swelling is smooth, rounded or oval with ill- 
defined outlines arid gives an impulse on coughing. 
It is probable that this condition is the result of an 
attack of coughing during the process of aspiration 
or while removing the needle, fluid being forced 
along the track of the needle into the subcutaneous 
tissues. 

When an empyema is due to a very virulent 
strain of organisms, a rapidly spreading gangrene 
may be found involving the cellular tissues of the 
chest-wall and separating the various muscles one 
from the other; this is accompanied by an intense 
oedema producing a diffuse swelling. The con¬ 
dition is invariably fatal. 

Granulomata. —Actinomycosis, when it has come 
to the surface and is discharging, can be easily 
recognised by the character of the pus. It is 
during the time that the granuloma is attacking the 
chest-wall and forming a swelling under the 
skin that the difficulties in diagnosis occur. In 
such cases the previous history of the patient, the 
qough and possibly blood-stained sputum, and the 
attacks of pleurisy; the signs of retraction of the 
chest-wall, displacement of the heart and medias¬ 
tinum to the side of the lesion, and in basal cases 
upward displacement of the diaphragm ; lastly, the 
fibrous and pneumonic appearance of the lung in 
the skiagram should confirm the diagnosis. It 
occasionally happens that actinomycosis perforates 
the chest-wall under the breast and the lesion may 
then simulate a chronic abscess, or if discharging, 
actinomycosis of the breast itself. 

Tumours .—Aneurysm of the first part of the aorta 
may erode the sternum, costal cartilages or anterior 
parts of the ribs and produce a swelling with 
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expansile pulsation on the front of the chest, i 
Aneurysms of the descending aorta may produce a | 
similar swelling on the back close to the spine, j 
The diagnosis is as a rule not difficult, specially if a 
skiagram is taken. Sometimes the aneurysms j 
which produce bulging posteriorly do not give j 
expansile pulsation; specially if the walls are much 
thickened, and the appearance in the skiagram may ' 
be that of a sharply outlined tumour suggesting a 
cyst or other localised collection of fluid. In 
aneurysms, however, the lower border of the shadow | 
as seen in the skiagram will be much less defined | 
—more out of focus—than elsewhere owing to the 
heart pressing on the aorta and preventing the 
aneurysm from expanding in an anterior direction. 

Endotheliomata of the pleura are extremely 
rare. A case w T hich was under the care of Mr. 
Pollard illustrates very well how such tumours may 
grow through the chest-wall. The patient was a 
man, aet. 41 years. Ten weeks before admission 
he had had an attack of bronchitis and since then 
a cough ; he brought up large quantities of frothy 
sputum and had lost weight. Over the anterior 
end and costal cartilage of the third rib on the 
right side there was a hemispherical tumour one 
and a half inches in diameter. It overlapped the 
two adjacent intercostal spaces but was fixed to the 
rib and the second intercostal space. The skin 
over the lump was slightly red (but the patient 
had been painting iodine over this area), and was 
not fixed to it. The tumour had well-defined 
margins and a smooth surface ; it was soft and 
fluctuating and gave no impulse on coughing. It 
was very tender. There was some diminution of 
movement over the upper part of the chest on the 1 
right side and there was impaired resonance in j 
front and behind in this region. No alteration in 
the breath-sounds. Unfortunately no skiagram j 
was taken. An exploratory incision into the 
tumour revealed its intra-thoracic origin. 

(2) Swel/ings Secondary to Spine. 

Spinal caries not infrequently gives rise to the 
formation of an abscess. When the abscess 
develops in connection with the upper dorsal 
vertebrae it may appear posteriorly at the outer 
border of the erector spinae, or following the course 
of the intercostal nerves form a swelling along any 
part of their course, but most frequently in the mid- 
axillary line at the place where the lateral branch 


leaves the parent trunk. Occasionally an abscess 
originating from a carious focus in the cervical or 
upper thoracic vertebrae courses down on the 
anterior surface of the vertebral column, and later 
escapes from the thorax through one of the inter¬ 
costal spaces. 

When such an abscess is deep to the muscles it 
bears a close resemblance to a lipoma. When 
subcutaneous, however, the warmth and possibly 
redness of the overlying skin and the signs of a 
fluctuating tumour with fairly well-defined outlines 
makes the tubercular nature of the swelling much 
more certain, but there may still be considerable 
difficulty in recognising whether the abscess origin¬ 
ates in a rib or vertebra. In all such cases, 
j therefore, the spine must be carefully examined for 
signs of caries ; thickening of the ribs underlying 
! the abscess must also be looked for. A skiagram 
I should reveal the caries of the spine or rib, and in 
j the former case if the abscess has appeared at 
j some distance from the lesion in the bone the track 
of the abscess may be visible as an increased density 
of the lower border of one of the ribs. 

It is difficult to lay down any general rules, but 
certain points must be emphasised. 

(1) It is of the utmost importance not only to 
diagnose the nature of the tumour, but also to 
localise the primary seat of the lesion ; that is to 
say the diagnosis must be complete both on the 
negative and positive side. To ensure this a skia¬ 
gram must be taken, and possibly several from 
different aspects. 

(2) A tumour that has an impulse on coughing 
does not necessarily communicate with the interior 
of the chest-wall. 

(3) Pressure on, or displacement of, intra-thoric 
organs may be produced by tumours originating 
from the chest-wall as well as from tumours of the 
mediastinum and lungs. 

May 6 th , 1912. 


Alcohol and Spirit of Camphor as Surgical 
Dressings.— B. Robinson recommends as a local 
application for wounds, bruises, sprains, etc., 
alcohol, or spirit of camphor and water in the pro¬ 
portion of one part alcohol or spirit of camphor to 
three parts of water. The alcohol may even be 
| applied pure. On open wounds one or the other 
is preferable to bichloride of mercury or any other 
; antiseptic. —Med. Rec.,\ ol. lxxxi, No. 16. 
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ORAL SEPSIS, METASTATIC 
INFECTION, AND VACCINE 
THERAPY.* 

By D. W. CARMALT-JONES, M.D., 

Assistant Physician, Westminster Hospital. 


Gentlemen, —I propose, with your permission, to 
show you a few cases this afternoon which illustrate 
some practical points in relation to treatment by 
vaccine therapy. The subject is not one which 
lends itself very well to the purposes of a demonstra¬ 
tion, as one’s cases are either quite well and have 
nothing to show, or else have lesions which are as 
yet untreated, and in either case some opportunities 
are afforded to the sceptic. I must therefore ask 
you to bear with me if my cases this afternoon are 
somewhat commonplace in character, and allow 
me merely to draw attention to some small matters 
of practical importance in treatment by this 
method. 

The principles of vaccine therapy are fairly w»ell 
known and accepted at the present time, for they 
have been preached in season and out of season 
for the last six or seven years ; I shall therefore 
confine myself to the merest outline, in order that 
I may be sure that what I have to say is intelligible. 
The whole principle of the use of vaccines arises 
out of the consideration of the phenomenon of 
natural recovery from infective disease. It is an 
accepted commonplace that patients may be in¬ 
fected with micro-organisms, and become seriously 
ill, and yet ultimately recover, without any inter¬ 
ference on the part of the medical man ; and this 
indicates that the human body has the power of 
spontaneous recovery from an infection, and this, 
when it is considered, is seen to be a very striking 
phenomenon. It is remarkable that a body which 
has failed to resist infection by a small number of 
organisms, and has become very ill as the result of 
this infection, can yet, though weakened by disease, 
ultimately rid itself of these organisms after they 
have multiplied to an enormous extent. The ex¬ 
planation of it is that the body cells have made 
anti-bodies to the infecting organism, for extended 
experiments have shown that the body has the 

# A Clinique held at the Medical Graduates' College 
and Polyclinic. 


power of elaborating anti-bodies to any foreign 
| albuminous substance introduced into the tissues, 
i There is no better illustration of this than the well- 
worn one of the haemolytic sera. If the red blood- 
corpuscles of a sheep are mixed with the serum of 
| a rabbit, the sheep’s corpuscles are unaffected 
thereby and become precipitated in the tube and 
the serum remains colourless, but if the rabbit 
! undergoes a course of inoculation with the sheep’s 
I corpuscles its serum acquires the power of dis¬ 
solving the sheep’s corpuscles and forming a clear 
red solution of haemoglobin ; that is, the rabbit’s 
tissues elaborate anti-bodies to the foreign albu¬ 
minous substance, namely the sheep’s corpuscles, 
and the presence of those anti-bodies can be de¬ 
monstrated in a macroscopic manner by mixing 
fresh sheep’s corpuscles with the serum of the 
inoculated rabbit, when the clear red solution is 
produced, as has been described. In a similar 
way the inoculation of bacteria into animals, 
whether by accident in disease or intentionally as 
an immunising experiment, is followed by the pro¬ 
duction of anti-bodies. The well-known Widal 
reaction is an instance of this. The serum of a 
patient who is either infected with typhoid, and is 
making an effort towards recovery, or a person who 
has undergone a prophylactic anti typhoid inocu¬ 
lation possesses the power of agglutinating an 
emulsion of typhoid bacilli. 

Now, exponents of vaccine therapy proceed on 
the assumption that natural recovery from infective 
disease is dye to the formation of anti-bodies to 
infecting bacteria, and when called upon to treat a 
case of bacterial infection they prepare a suspension 
cf the invading organisms, kill this by heat at a 
suitable temperature, standardise it in order that 
they may use it in suitable doses, and inject this 
suspension—which is known as a vaccine—into 
those tissues of the patient which subserve the 
function of elaborating anti-bodies, the most acces¬ 
sible of these being the subcutaneous connective 
tissues. 

This method is subject to certain strict limita¬ 
tions, which is a point to which I wish to draw 
particular attention. All that it is in the power of 
a vaccine to do is to stimulate the production of 
anti-bodies to bacteria, and if the patient is 
suffering from the results of bacterial infection 
such as the presence of pus, dead tissues, stretched 
I tendons, scars or other after-effects, vaccines have 
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no effect upon them at all, and if a cure is to be 
effected such lesions must be appropriately treated 
by other means. 

In all cases requiring treatment by this method, | 
it is clearly necessary to make an accurate bacterio- j 
logical diagnosis before treatment is begun. The 
most desirable method is to obtain organisms from 
the site of the lesion. This is by no means always 
possible; we are frequently called upon to treat 
lesions from which we are unable to obtain any 
organisms, and in these cases we are obliged to 
make an inferential diagnosis. Given a lesion in 
some closed site such as a joint or gland which 
may reasonably be supposed to be due to bacterial 
infection, we search for any surface which is in an 
obvious state of infection from which it is possible 
that organisms may have been taken up, and the 
first case I have to show is one in which you will 
find a familiar instance of a metastatic infection of 
this kind, and if infection can be carried from such 
a site as that to which I shall refer, it follows that 
it can come from similarly affected sites in other 
parts of the body. 

This patient has been suffering from a gono¬ 
coccal infection of the joints of the feet and of the 
plantar fascia. There is nothing remarkable about 
the case. It is a simple one of gonococcal rheu¬ 
matism following on urethritis. There is little to 
be seen of the lesion, but I show the case first as a 
familiar instance of metastatic infection, and 
secondly because it illustrates the point I mentioned 
that where actual damage to tissue has occurred 
vaccine therapy is powerless to restore the loss. 
The fascial tissues of the feet have been infected, 
they have been damaged and have stretched, con¬ 
sequently they are unable to bear the man's whole 
weight, and although the inflammation had sub¬ 
sided, his pain was not relieved until he had a 
metal support in his boot for the arch of the foot 
to distribute his weight evenly, and I think you 
will find in all cases of gonococcal infection of the 
feet that a support for the arch is a matter of the 
first importance. 

I now wish to turn to infection from another 
channel, /. e. the mouth. In these days we hear 
a great deal about oral sepsis and its influence 
on health. I think it is quite possible to make too 
much of the condition, but there is no doubt that 
it is responsible for a large amount of general ill- 
health, and in a good many cases of actual microbic 


infection of parts far removed from the mouth. 
Anyone who is sufficiently interested to make a 
routine examination of patients' mouths will bear 
me out that the presence of pyorrhoea alveolaris or 
at any rate gingivitis is wide-spread, and in patients 
of the hospital class, almost universal metastatic 
infection often follows. 

I have here two cases of arthritis, one treated 
and one untreated, and it will be evident that the 
condition of the mouth in each case is amply suffi¬ 
cient to account for the absorption of micro- 
I organisms. 

The first of these is a man who has suffered from 
chronic arthritis, chiefly affecting the hands, for 
many years. As you will see, the hands are prac¬ 
tically crippled, there is great shortening of the 
fibrous structures of several of the joints and marked 
wasting of the intrinsic muscles. Here, again, is a 
case in which the application of vaccine therapy is 
extremely limited. No amount of treatment will 
restore the wasting or the structural changes. The 
best one can hope for is to remove the actual state 
of inflammation and prevent the spread of the con¬ 
dition. He has been under treatment for some 
months and has undergone a* fair degree of subjec¬ 
tive improvement. This patient's mouth is in a 
state of neglect which is only too common in the 
out-patient department, and which I regret to say 
is by no means infrequent among people who are 
in a position to give considerably more time and 
trouble to their personal hygiene. The teeth are 
broken, carious, coated with tartar, and you will 
observe that the gums are blue, swollen, and ob¬ 
viously inflamed, and that pus can be expressed from 
the sockets of the teeth. Clearly the mouth is in 
a gravely infected condition. For the proper treat¬ 
ment of such a case many of the teeth should be 
| extracted, and those sufficiently firm and sound 
I should undergo careful local treatment. Unfortu¬ 
nately that is impracticable in hospital patients, or 
our dentists would be doing nothing else from 
morning till night. 

| In his Hunterian Lectures, Mr. Kenneth Goadby 
j described a strepto-bacillus which he obtained 
from the mouths of patients suffering from arthritis 
and oral sepsis which produced permanent arthritis 
in rabbits. The organism with which this patient 
I has been inoculated is, I believe, identical with 
I that described by Mr. Goadby. 
i The second patient has a comparatively mild 
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but quite definite arthritis of one wrist. In this 
instance there is no evidence of destruction of 
bones or cartilages ; the change appears to be 
entirely in the fibrous structures, and the prognosis 
is proportionately better. This case you will 
observe is one of intense gingivitis. The gums 
are extremely hyperaemic, bright red, and swollen, 
and there will be no difficulty in realising how 
bacterial absorption might occur from such a 
surface. 

, These cases are, I think, sufficient to demon¬ 
strate the possibilities of an infected mouth. I 
should like to insist again on the necessity of local 
treatment in addition to the vaccine treatment in 
all such cases. Vaccines will not remove the 
tartar nor the loose teeth—irritants which keep up 
the infection. 

It is interesting to inquire how this condition of 
oral sepsis arises. I have had the opportunity of 
inspecting a very large number of normal school- 
children, chiefly of the out-patient class, and in 
the course of a routine examination I have found 
that many of them suffered from some degree of 
gingivitis. I recently examined five hundred boys 
between the ages of seven and fourteen, with rather 
startling results. I found that in children otherwise 
healthy some degree of gingivitis was present in 
four out of five cases. In the majority of instances 
the condition was a slight one only, but I take it to 
be the forerunner of the more serious conditions I 
have mentioned. I divided the cases into the 
following groups: In the mildest the edge of 
the gum joining the tefeth was slightly reddened 
compared with the rest of it. In others the edge 
of the gum, without necessarily being reddened, 
was swollen, and this is a condition to which I 
shall refer later. The third condition is one in 
which there is a bluish line at the edge of the gums 
which would be considered inflamed by any 
standard, and the fourth shows the swollen, 
purple and spongy gum associated with actual 
pyorrhoea. 

With regard to the condition of merely swollen 
gums, I find that this frequently occurs at the 
period of the eruption of the second teeth, and I 
have here a case which illustrates it. For want of 
a more definite term I call this condition “tumidity 
of eruption.” You will observe the soft tumid 
condition of the gum, and it is not difficult to 
understand that infection may occur under such 


conditions. The case I have to show is 
interesting from another point of view. This child 
is an epileptic. She has been attending my out¬ 
patient department for two years. For the first 
year she had exceedingly numerous fits and petit 
mal many times a day. She might have two or 
three attacks while in the out-patient room. A 
year ago she had pneumonia. During the attack 
she had no fits, but during convalescence they 
were very frequent, but when she once recovered 
the fits completely stopped, and for a whole year 
has been quite free of them, and has made great 
intellectual progress. This seems to me a very 
remarkable fact, and I have had no experience of 
any case of the kind before. 

The other cases illustrate varying degrees of this 
mild gingivitis, which I submit to your notice as 
the probable origin of the oral sepsis which we 
recognise as at least a potential cause of disastrous 
results. The condition is one which I think can 
only be treated by scrupulous cleanliness, and is 
rather a dental than a medical subject. I hope 
here to convince you of the insidious onset of this 
condition and of its ultimate potentialities for evil. 

May 6 th , 1912. ^ 

Inguinal Access to Femoral Hernia.— 

Dujarier has operated in thirty-one cases of femoral 
hernia by incising the skin over the inguinal canal 
and thus reaching and correcting the femoral hernia 
from the rear. He gives an illustrated description 
of the technique, and commends it as the best for all 
such cases except when the patient is much de¬ 
bilitated or elderly and corpulent, when it is 
necessary to reduce the operation to the very least 
possible. A direct femoral operation is better also 
when gangrene is feared. But under other con¬ 
ditions the inguinal route has a number of superior 
advantages. The technique for repairof the femoral 
opening precludes all danger of a secondary hernia 
at the inguinal canal. One of his patients suc¬ 
cumbed the tenth day ; necropsy was not permitted. 
The omentum had been strangulated for twenty- 
four hours when the operation was done, but the 
wound had healed and all seemed to be doing well. 
Another patient had suppuration around a deep 
suture. All the others recovered without mishap 
or sign of recurrence of the hernia since. The 
inguinal mode of access permits better than any 
other technique the ligation of the sac high up and 
thus solid closure of the canal.— Journ. A.M.A., 
vol. Iviii, No. 16. 
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A LECTURE 

ON 

DIABETES. 

Delivered at St. Bartholomew’s Hospital. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 
Physician to the Hospital. 


GEwNtlemen,— Diabetes is one of those metabolic 
diseases, most of which consist, not so much in a 
sharply divided condition, as in a gradual shading 
off from the normal. There is no better example 
of that than diabetes. You know that the ordinary 
carbohydrates of the diet are made up in the first 
place of sugars, of which there two kinds: the 
monosaccharides, which are grape-sugar and fruit- 
sugar, dextrose and levulose respectively, and 
polysaccharides, which are cane-sugar and milk- 
sugar. Besides that, there are starches, which exist 
in all the flours. You know also that sugar, in what¬ 
ever form you take it, is always excreted as a 
monosaccharine. It is probably absorbed as a 
maltose. So that whatever sugar you take in, you 
have to deal with it chemically before you can 
assimilate it. 

As a rule you take 300 to 600 grammes of 
carbohydrates of one form or another; and a 
healthy young man can assimilate and burn off 
into carbon dioxide and water practically any 
amount which you find in any ordinary diet, whether 
it is a starch or whether it is a sugar. He may eat 
ices all day long and be none the worse for it, or he 
may stuff himself with bath-buns and it does not 
make him pass sugar. But recollect what you can 
do in your youth you cannot do in old age. It 
occurs in practically every man’s life that after a 
time he is no longer able to burn off all the carbo¬ 
hydrates that he takes in, but instead, if taken in 
large quantities, they obviously turn into fat. 
Everybody knows that when you fatten animals 
you give them carbohydrates. So one form of 
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imperfection which comes on in every man with 
increasing age is the inability to burn off the carbo¬ 
hydrates of his diet in the ordinary way, and their 
deposition as fat. We do not know the chemical 
process which turns carbohydrates into hydro¬ 
carbons ; we cannot do it in the laboratory, but both 
animals and plants can do it. It is obviously a 
thing which is done in the laboratory of living 
things. There is another thing known which is 
comparable to that, and that is that in a great many 
elderly and fat people the metabolic interchange 
is very much less than it is in younger life. The 
excretion of carbon dioxide is less. People who 
are elderly and fat do not excrete the same amount 
of carbon dioxide which younger and more active 
people do. There is a very remarkable case 
published by Dr. Vaughan Harley in one of the 
volumes of the ‘Transactions of the Pathological 
Society’ in which a very fat lady scarcely lost any 
weight on a diet which consisted of only four 
calories per kilo, the ordinary average for a woman 
being twenty to twenty-five calories per kilo. She 
was banked down, and her fires were going very 
low. The meaning of that is not that people have 
a less metabolic interchange because they are fat, 
but that they are fat because they have a less 
metabolic interchange. They do not burn off*, and 
the carbohydrates are deposited in the form of 
fat. That is one form in which we recognise 
that carbohydrate metabolism is apt to be inter¬ 
fered with in later life. It is very well known that 
it is especially amongst fat^people that you are 
so apt to get that slight form of glycosuria which 
depends on the sugar in the diet. You have many 
people passing a little sugar late in life, especially 
among fat persons, and you have only to restrict 
the sugar in their diet—you need not, perhaps, do 
anything else—and the sugar disappears from the 
urine. • Remember that fact of metabolism being 
so much affected in all directions in elderly people 
as compared with that in the younger ones. Take 
another form of interference, which you can observe 
in nearly everybody. An ordinary person takes 
50 to 80 grm. of sugar in the diet. If you give an 
ordinary person, in addition to his regular diet, 50 
grm. of glucose, in all probability he will show no 
sign of it in his urine; he will burn it off. If you 
increase that dose gradually you will find that a 
large number of them show signs of it in the urine. 
One hundred grammes of glucose will bring sugar 


into the urine of a large number of practically 
healthy people—that is to say, if you give a single 
dose of sugar straight off, you will find in a large 
proportion of healthy people there is a limit to the 
amount which they can burn off. One hundred 
grammes is more than many people can burn 
off, and if you raise the quantity to 156 grm. 
you will probably make nearly everybody excrete 
sugar. And so there are two forms in which 
the inability to metabolise sugar shades off from 
healthy people into those who are in a patho¬ 
logical condition. One class is that in which 
the carbohydrates go into fat; and these are closely 
connected with the glycosuria of elderly people. 
The other class is that in which even young people 
fail to metabolise a large or excessive dose of arty 
form of sugar. If you try that with starch you will 
never make a healthy man a glycosuric with. it. 
You can give him any quantity of bread or biscuits 
or anything else you like and you will not do it. In 
all probability it is because you do not put a big dose 
into him at once. The starch has to be metabolised 
into sugar, and that takes some time, and probably 
gets into the circulation more gradually than if you 
give it as sugar. That is perhaps the reason why 
glycosuria due to starch only, that is to say flour, 
is always a sign of disease, and is never found in 
healthy persons. 

Now take cases that are obviously abnormal. 
You have first of all people who cannot deal with 
ordinary sugar. Below them you have another 
degree of inability in people who cannot deal with 
a big meal of starch, although they can deal with 
the ordinary amount of starch. Those people are 
alimentary glycosurics. Then we come to the 
people who can hardly take any starch, and no 
sugar. That is a degree still more severe. And 
lastly, you come to those people who not only 
cannot take any starch at all, but in whom even 
the proteid parts of the diet are broken up and are 
excreted partly as sugar. You know that proteid 
contains a glucoside element, which is split up in 
the process of decomposition and that can be 
turned into sugar and come out in the urine as sugar 
in these very intolerant people. And not only 
that, but it is obvious from weighing the amount 
of food that they take, that it is not only from food 
that they form sugar, but also from the tissues of 
the body. The last degree of intolerance is where 
even the glucoside element in the person’s own 
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tissues is broken down, and these people form 
sugar out of their own flesh and blood. That is 
perhaps a desperate attempt to supply themselves 
with energy, which of course everyone has to keep 
going in order to live. In every person who is a 
glycosuric and in whom you have to restrict the 
intake of carbohydrate, you have to supply the 
place of that energy which they would otherwise 
get out of the carbohydrates, by increasing the 
other elements of the diet, proteids and hydro¬ 
carbons. There are drawback^ to that at once. 
The proteid element in a short time in some cases, 
and after a time in many cases, becomes in itself 
a source of sugar, and in itself a source of the 
symptoms of diabetes. And the hydrocarbon 
element you cannot supply beyond a certain 
amount. After a time, in most of these people, 
there comes inability to utilise hydrocarbons as 
they should be utilised, and they form instead that 
group of products which is noticed first of all as 
diacetic acid or as acetone, and forms also the 
product called beta-oxybutyric acid. The latter is 
a harmful product in the blood, leading to the fatal 
coma of diabetes. So although you try to supply 
carbohydrates by means of proteids or hydro¬ 
carbons, yet each fails in its turn when the case is 
proceeding downhill. One leads merely to increase 
of sugar, and the other leads to the poisonous pro¬ 
ducts which ultimately cause death. And clinical 
experience shows you that all these cases are 
practically one and the same class of case, because 
you can watch the progress of a patient from one 
class into the other. It is not as if your patient 
was always able to deal with a certain amount of 
starch, and yet could never deal with sugar. If he 
is not very successfully treated, and even some¬ 
times if he is, he eventually becomes able to deal 
with less and less sugar, and ultimately sinks into 
the class which makes sugar out of proteid, and 
gets into the lowest level of diabetes from having 
been only a slight case originally. So clinical ex¬ 
perience shows that these people can not only be 
divided in graded series according to each par¬ 
ticular case, but each case has the stages belonging 
to all the different grades. It is a continuous patho¬ 
logical process ranging from the slightest to the 
most severe cases of the disease. 

The slightest cases are those in which you can 
remove the sugar from the urine, and the patient 
can be cured of the symptoms with very little 


trouble. And they occur as a rule in elderly people. 
A very well-known scientific man, aet 4 70 years, 
came to me two or three years ago, and he had 
known that he had had glycosuria for at least eight 
years. He was troubled a good deal with thirst, but 
the disease had not otherwise affected his health 
until lately, when he began to feel more tired and 
languid and less able to do his work. He had lost 
a good deal of flesh. At one time he was as heavy 
as 15 st.; when I saw him he scaled 13 st. 3 lb. 
Yet for all that he looked a healthy man, and except 
that his heart was somewhat enlarged, his other 
viscera were perfectly natural. He was passing about 
42 grm. of sugar per diem at that time. That is a 
moderate amount of sugar to pass, and I advised him 
for a time to go on a really strict diet, which he 
did, within limits. He used to' take a little por¬ 
ridge, but he did not restrict himself to diabetic 
bread. In a fortnight the excretion had sunk to 22 
grm. of sugar per diem . He was feeling very 
much better. He continued on the same mode¬ 
rately strict diet until the present time I think, and 
he has often written to me and said he has no 
sugar in his urine, and. that he was able to do his 
work well and was feeling as fit as he ever did in 
his life. Recently he had an attack of pneumonia, 
and the doctor said at first there was no sugar in 
his urine, and then as the pneumonia obtained 
hold of him sugar reappeared in the urine, and I 
have no doubt it will clear up. It often happens, 
when these people get ill, for some reason sugar 
appears in the urine again. That is a typical 
example of the ordinary run of elderly glycosurics, 
in whom you can easily, by shortening the carbo¬ 
hydrate intake, remove the sugar from the urine, 
make them feel very much better, and practically 
restore them to ordinary health and ability to 
work. Those cases are almost confined to elderly 
people, but do not occur in them solely. A young 
lady, set. 27 years, came to me about two and a 
half years ago. She complained that she had been 
feeling very thirsty, and she was found to be passing 
quite a large amount of sugar. She had lost nine 
pounds in weight in two months, and she was passing 
a great deal of water. There was no apparent 
cause for it, but she had this peculiarity—that she 
was a great sweet-eater, and passionately fond of 
sweetmeats. It may possibly, I think, have been 
originally a case of glycosuria due to excessive 
sweet-eating. It is believed by some people that 
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you may bring on glycosuria by excessive eating of 
sweets. It,is a doubtful point, but if there is such 
a thing it is possible this young lady did it. I put 
her on a strict diet. She came in January, 1910, 
and she had been found to be passing about 
300 grm. of sugar in the day. After a month’s 
strict dieting she was completely free of sugar. 
And then I began to give her bread and potatoes, 
but no sugar. She was able to go on with that, 
but she never kept to any very exact diet. I have 
often seen her since. She is more or less a nurse 
herself, so she is able to do the ordinary testing, and 
occasionally she does it. But she tells me she 
knows that if she takes too much bread she feels 
languid and tired, and that she knows, if she feels 
tired in this way, that there is sugar in her urine. 
That has gone on for two or three years, and she 
looks extremely well. She is able to do any amount 
of work, and she is working as a nurse at the present 
time. She is not now taking any drugs at all, and 
she can keep herself in good health by care with 
regard to her diet. That is uncommon in a young 
person, and I mention it because it is uncommon. 
In Mary Ward the other day we had a woman, set. 21 
years, and I mention the case because the condition 
came on after confinement, which is a well-known 
antecedent to glycosuria, and in the second place 
because it began with a large excretion of lactose. 
You know many women, after confinement, when 
they are secreting milk, especially when they wean 
the child, are apt to have lactose, which they ab¬ 
sorb from the mammary glands into the blood and 
pass into the urine. That is not glycosuria, but 
this woman was passing a good deal of sugar of 
some sort, and it was found that the urine con¬ 
tained both lactose and glucose. After a time the 
lactose completely disappeared, but the glucose 
remained. In other words, she had diabetes as 
well as lactosuria. Some four months afterwards 
she came in to us, and we found that on a diet 
which comprised a pint of milk, four ounces of 
toast, four ounces of farinaceous food, and three 
ounces of potatoes, she first began to pass 60 to 
70 grm. per diem. We made no alteration except 
to cut down the milk pudding to two ounces. We 
gave her no sugar. Then she began to pass rather 
less—42, 38, 20, 19, 16, 10 ; and then it fell to 4, 2, 
2, o. That is a sample of what happens in these 
cases; tolerance becomes established. It cannot 
have been that she was excreting what she had 


already in her system all that time ; she must have 
recovered the power of dealing with the amount 
of starch she had from February 1st, and 
although her diet did not alter, not till February 
14th did she become completely clear of sugar. 
I have no doubt the power was re-established. 

! There are many examples of this power of re- 
1 establishment. The next case is a similar one. It 
I is that of a woman, aet. 54 years, who had fora year 
suffered with symptoms, and on admission was 
passing 130 grm: per day of glucose. We put 
her on a very strict diet, and by the end of the 
month the daily sugar output had been reduced to 
nothing. Then we tried certain experiments, which 
I will speak of later. But in a fortnight we began 
to add to her diet an ounce of toast, and the result 
of that was that the sugar did not increase. At 
the end of another fortnight we added two ounces 
of toast and then three ounces of toast, and it did 
not increase the sugar. That is an instance of the 
return of tolerance to ordinary carbohydrates. 
That woman, when she went out, could not afford 
to keep to the low carbohydrate diet given in the 
wards. From mere motives of money she was 
obliged to take more carbohydrates than we used 
to give her, and the result of it was that in about 
three months she came back to us looking very 
much worse and passing a large quantity of sugar 
in her urine. We took her in again, and this time 
we could not get rid of the sugar. In other words, 
she had been obliged to live on an unrestricted 
diet, and it had done her so much harm that it had 
reduced her from the class in which you can 
completely eliminate sugar into the class in which 
you can never eliminate it, however strict the diet 
you put them upon. That is one thing which is 
very important in the treatment which you have to 
notice, and that is the return to tolerance. 
Another thing is that these patients whom you can 
clear of sugar will sometimes come back to you 
and say, “ I have been feeling all right up to one 
day last week, and then I began to feel very languid 
and very ill; I am sure I am passing a lot more 
I sugar. I do not know why it should be, because I 
j have not taken any more sugar than I did before, 
j but I have symptoms as if I were passing a lot of 
sugar and I am much worse.” You examine and 
find there is no sugar being passed. In such cases 
what is making the patients worrse is want of carbo¬ 
hydrates ; their tolerance is re-established, and now 
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they could deal with more carbohydrates, and they 
want them. Dr. Pavy used to call it “carbo¬ 
hydrate hunger,” and those cases can be relieved 
of their symptoms by increasing the carbohydrates. 
The symptoms of which they complain are due to 
want of carbohydrates in persons who can digest 
them, and who have recovered the power of meta¬ 
bolising and require them. Tolerance is so far 
recovered that more carbohydrate is required to 
maintain health. 

So far as treatment is concerned, beyond the 
mere restriction of diet or the alteration of it there 
is one drug, and one drug only, that has, I believe, 
an effect on diabetes, and that is opium, and 
especially its alkaloid, codeine. That alkaloid has 
the same effect, in my experience, as the opium 
given as a mass. I have repeatedly experimented 
with that drug, and have invariably found the 
excretion of sugar could be checked by giving it, 
so that if you took it off, up went the amount of sugar 
excreted, and if you gave the drug, down went the 
sugar once more. If I am sure of anything in the 
treatment of disease I am sure that opium, the whole 
drug, or codeine, will influence very much more 
than anything else the excretion of sugar in the 
urine. We have lately been trying an interesting 
experiment which was suggested to us by a paper 
of Major Foulkes, who has been working at Madras 
on diabetes as he sees it in Hindoos. He found 
out in India that by giving glucose as an injection 
per rectum , not only did glucose not appear in the 
urine, but its administration actually diminished 
the output of sugar which the patient would other¬ 
wise have passed. So we came to try it ourselves, 
but I am sorry to say that in England in the cases 
we have had we did not derive the same benefit. 
Still, that is an experiment which has great interest, 
and we shall continue to try it for some time yet. 
I will just teH you of the instances in which we gave 
it. One was that of the woman, aet. 54 years, men¬ 
tioned above. By means of strict diet we reduced 
her to no sugar passed. Then we gave her glucose 
by the mouth first, 50 grm. per day, with the result 
that she began to pass glucose by the urine, and 
actually passed more than the 50 grm. that we gave 
her. Then we tried again, giving it by the rectum. 
The difficulty in giving glucose by the rectum is 
that it is not always retained, and you cannot say 
because it is given and does not appear in the 
urine that therefore it has been dealt with unless 


you can say it has been retained. The first time 
we gave it by the rectum it was not retained, but 
the second time it was retained for five hours. She 
had been passing 4 or 5 grm. of sugar per diem , and 
after giving 50 grm. per rectum , she passed 7 the 
first day and 19 the next day and 5 the day after¬ 
wards. So she returned at least 21 grm. out of the 
50 which we gave her. Then about a fortnight 
later we tried again. It was retained five hours, 
and apparently did not reappear in the urine at all. 
So although at first she returned the glucose which 
we gave her by the mouth, and although at first she 
returned some of it by the urine, later she was able 
to deal with it, and it did not appear in the urine. 
Another case was that of a woman, jet. 59 years. 
We had to give her a very strict diet before we 
could diminish her sugar. She got down to a small 
amount only, and on July 7th she was passing an 
average of 13 grm. per diem . On July 10th she 
was given glucose by the rectum, but retained it 
very little. Next day she retained more of it, and 
she obviously passed it in the urine. There was 
no doubt about that the first time we tried it. On 
July 18th we gave it to her by the mouth and she 
did not pass it. On July 22nd we gave it her by 
the rectum and she did not pass it. So she had 
recovered her tolerance to the glucose, first by the 
mouth and then by the rectum. I am sorry to say 
those are the only cases in which we have had 
definite results so far, and we cannot speak very 
definitely as to whether it has done these patients 
good or not. 

So far we have only spoken about morbid 
functions. As far as morbid anatomy is concerned, 
you know that there is perhaps no disease in which 
there are stronger experimental indications that 
certain organs are affected, and yet less morbid 
anatomy to show it. You know when Claude 
Bernard first found glycogen in the liver, everybody 
thought the liver was the gland affected in 
glycosuria. There is no single disease of the liver 
that we know that produces glycosuria, though 
there are all kinds of diseases of the liver—acute 
yellow atrophy, with complete destruction of cells 
of the liver, cirrhosis with gradual strangulating of 
the cells of the liver, chronic congestion of the 
liver from heart disease, suppurative pyelophlebitis 
with intense inflammation—and yet not one of 
them produces diabetes, or even glycosuria. 
Then you know the experiments performed by 
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Minkowsky showed clearly the effect of the 
pancreas upon diabetes. There was no doubt at 
all, and there is no doubt that the complete removal 
of the pancreas produces diabetes, and yet what 
disease of the pancreas that we know of can be j 
said to produce diabetes? People say cirrhosis. 
Well, cirrhosis is more common in people who 
have not diabetes than in those who have diabetes. 
Dr. Bosanquet examined 100 cases of pancreatic 
disease, and in a considerable proportion found j 
cirrhotic changes in the pancreas without a j 
symptom of glycosuria at all. It is true that 
occasionally you have a typical example of diabetes I 
in a man with pancreatic disease, as, for instance, 
in a case he relates, haemorrhagic pancreatitis, | 
which may be considered as somewhat analogous to 
acute yellow atrophy of the liver. But as a rule the 
researches in morbid anatomy have done nothing to 
establish any connection between the pancreas 
condition and diabetes. It is precisely the same 
with the results of the therapeutic use of pancreatic 
extract. It has been used in every sort of way. 
The extract has been used, the pancreas itself has 
been used, fresh pancreas has been used. People 
have tried to do in humans what they did in dogs, 
engraft a piece of pancreas. It stops the disease | 
in dogs, but everything has failed in the human ! 
being. Then it was thought the cause was possibly : 
further back. The pancreatic secretion is produced 
through the stimulus conveyed by the blood, which 
stimulus is due to a secretion % produced by the 
duodenal mucous membrane. The duodenal ! 
secretion is carried by the blood to the pancreas 
and there excites secretion. It was thought the 
disease might be due to failure in the duodenum. 
That has failed. Professor Bainbridge worked at 
it several years ago. He found that the duodenum I 
in these cases was as healthy, and produced as 
much secretin as the ordinary duodenum did. So 
up to now the researches into morbid anatomy 
have absolutely failed to connect diabetes with any 
morbid lesion. There is one hope left, and that 1 
is the islands of Langerhans. They occur in the 
pancreas and look to the naked eye like the 
glomeruli in the kidney; and it is said by some 
people that these are the parts of the pancreas 
which are diseased and that it is these which 
cause internal secretion, and it is these which are 
diseased in cases of diabetes. Perhaps that will 
be established some day. But it may also be, as 
Dr, Garrod has lately suggested, that the burning 
of sugar in the body is due, not to one particular 
organ or one particular kind of cell in an organ, 
but to the interconnection of very many organs 
throughout the body 
May 12 th , 1912. 
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Ladies and Gentlemen, —I shall deal to day 
with some of the common mistakes in the diagnosis 
of diseases in women. Were I to go into all the 
mistakes, I am afraid the number of lectures 
which would be necessary would be considerable, 
but I purpose only to deal with those which are 
most common. 

First of all ‘with regard to conditions affecting 
the vulva. Many mistakes are made over the 
diagnosis of venereal diseases—syphilis and gonor¬ 
rhoea. To cite an example: a patfent, aet. 62 
years, a widow, was sent to me for operation as an 
example of malignant disease of the labium. On 
examination I found on the left labium a flattened, 
punched-out superficial ulcer, a little larger than a 
sixpenny piece, with a grey base and a well-marked 
reddened defined margin, and slight parchment¬ 
like induration. On examining the glands in the 
groin there were typical swellings. In due course 
she developed a secondary eruption and all the 
characteristic signs of syphilis. Another example : 
a young married woman was sent to me with 
dyspareunia. On examination in the region of the 
fourchette there was a well-defined ulcer, with the 
same characters as in the last case, but smaller. 
The glands in the groin were affected in the same 
way. To make sure of the diagnosis we gave a 
placebo, and she also developed a secondary 
eruption. I am perfectly convinced that the local 
primary manifestations of syphilis in the female are 
very rarely recognised. They will perpetuate in 
the text-books the statement that a primary sore is 
rarely seen in women. That is absolutely wrong. 
Not only is it commonly seen, but what is still 
more common, and what you do not have so often 
in the male, is the occurrence of 'multiple primary 
sores. There may be, on the opposite labium. 
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a sore, or there may be two sores on either side. 
Another patient was a married woman, aet. 25 
years, who was sent to me to have the vulva 
excised for cancer. She had been having various 
kinds of treatment, and, of course, radium had 
been suggested. On examination I found both 
her labia were eaten out, in fact, instead of the 
labia there was an excavated ulcer on either side 
with a hard, indurated edge. On going into the- 
history there was the possibility of a syphilitic 
infection. That “case of cancer” cleared up with 
black-wash, mercury, and potassium iodide. There 
was an instance of a patient who had had for some 
time tertiary syphilitic ulceration of both labia, 
and yet she was only twenty-five years of age. 
The reasons why mistakes are made with regard to 
syphilitic sores are these: you do not often have 
the same amount of induration as in the male, 
or, indeed, there may be very little induration. 
One of the commonest sites for primary sore is on 
the fourchette, and that being in the middle line 
there is not so much vascularity, and so there is 
this parchment-like induration which Fournier 
describes, and which you can feel if you grasp the 
sore between the finger and thumb. 

A good many mistakes are made with regard to 
gonorrhoeal cases. An acute gonorrhoeal infection 
is easy to diagnose. There is painful micturition, 
sudden onset of discharge, and oedema of the 
labia. A patient, previously well, who suddenly 
develops purulent discharge, painful micturition 
and oedema of the labia, has gonorrhoea. The 
difficult cases are the chronic ones. Where, how¬ 
ever, you meet with a coincident infection of the 
urethra, the cervix and the Bartholinian glands, 
the disease is gonorrhoeal. Another important 
sign in these cases is to look at the orifice of the 
Bartholinian duct, which you know opens externally 
to the hymen. When you look at the orifice of 
that duct in gonococcal cases you will find it is 
surrounded by a reddened areola, and by taking a 
piece of wool and pressing it on the duct and 
withdrawing the wool you can obtain a little worm- 
like secretion, and when you examine that micro¬ 
scopically it will show you the presence of the 
gonococcus. This leads me to speak of another 
case, where a patient had continuous discharge, 
and the doctor could not exactly tell where it was 
coming from. On examination I found a chronic 
gleety discharge from the Bartholinian ducts. 


Sometimes you find a chronic gleet of those ducts, 
and in order to cure that you have to slit up the 
duct with a canaliculus knife. So in your exami¬ 
nation of suspected gonococcal cases, always look 
at the orifice of the Bartholinian ducts and you 
may obtain very important information from them. 

Passing now to ordinary cases of discharge, a 
frequent mistake is made in the treatment of virgins 
with profuse discharge in giving them constitu¬ 
tional treatment, such as iron, etc. It is a good 
rule that if you find a well-marked and persisting 
discharge in a healthy young virgin she either has 
polypus or a foreign body in the vagina. You are 
familiar with those discharges occurring in anaemic 
young women, which disappear as the general 
health improves, but a discharge which persists 
should suggest to you the presence of a polypus or 
a foreign body. I have removed a foreign body 
from the vagina in a case in which the patient had 
been taking for a long time large doses of iron. 
This is therefore a point well worth remembering. 

There are many mistakes made with regard to 
morbid conditions of the cervix, and chiefly in the 
diagnosis of cancer. A patient was brought to me 
not very long ago, aet. 65 years, with an offensive 
discharge and something just protruding at the 
vulvar inlet. Her doctor had committed himself 
to the diagnosis of cancer, and had warned her 
friends about the gravity of her condition. On 
examination what one found was that the patient 
had an adenomatous polypus, what is called a 
mucous polypus, which was sloughing on the 
surface, and from that sloughing surface the dis¬ 
charge was coming. The polypus being removed 
the supposed cancer was cured. However, in those 
elderly patients you must make a careful micro¬ 
scopical examination of the polypus, lest it contains 
commencing malignant disease. Some of those 
polypi which are simple at first take on a malignant 
change later and the whole condition becomes 
malignant. 

You are all familiar with a very common mistake, 
namely confounding a sloughing polypus with 
cancer. An old teacher of mine used to say—“ Pray 
for a sloughing polypus, because if you remove it 
you will have the credit of curing cancer.” In 
those cases there is a rounded swelling, sloughing 
on the surface, and from that sloughing surface a 
free discharge is pouring. In order to establish 
the diagnosis you must feel the stalk of the polypus. 
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If you feel the stalk and a healthy ring of cervix 
surrounding the stalk you know you are dealing 
with an innocent tumour, not a malignant one. 
This is a very common mistake, and if you want 
to see the mistakes of the profession you should go 
to a workhouse infirmary. Superintendents of 
workhouse infirmaries can tell you many most 
interesting diagnostic errors. Patients are sent to 
them as examples of hopeless cancer, when in 
reality they possess sloughing polypi; these they 
remove, and the patient is cured of that variety of 
“supposed cancer”! There is sometimes much 
difficulty in distinguishing early cancer when the 
cases are of the ulcerative type, beginning as a 
localised ulcer round the external os. The diffi¬ 
culty is in distinguishing commencing cancer from 
an erosion. I will put the points very shortly. In 
a cancerous ulcer, of which I have been able to put 
into the College of Surgeons Museum one or two 
specimens, the lesion has a well-defined raised 
margin, and a yellowish sloughing surface, whilst 
the base exhibits infiltration, as proved by the fact 
that the finger-nail can scrape a little piece out of 
it, and in the early stages the ulcer is confined to 
one side of the os. An erosion surrounds the 
external os; it is not well defined, but fades away 
into the surrounding tissue. It is of a bright 
pink colour, and occasionally you find islets of 
epithelium on its surface, which indicates that 
healing is in process. Once you see that, you 
know you are not dealing with malignant disease. 
These, then, are the distinctions between erosion 
and an early cancerous ulcer. In other cases, 
where there is more definite new growth, the impor¬ 
tant signs indicating malignant disease are three 
in number. The first is friability; second, haemor¬ 
rhage out of proportion to the injury inflicted; 
and third, a definite new growth in the cervical 
canal, in the substance of the cervix, or from the 
surface of the vaginal portion. Friability is one of 
the most important indications of malignant disease, 
and it may be tested by the finger-nail, a curette, 
or a long probe. Mosit cancers which are over¬ 
looked in practice, however, are cancers beginning 
in the cervical canal; it is here that many bad 
mistakes are made. A woman comes to you 
because of haemorrhage from the uterus. You 
examine with the speculum, or examine with 
the fingers, and you can see nothing with the 
speculum except blood issuing from the cervix; 


with the fingers you feel the vaginal portion is 
healthy. Blood coming from the uterus must 
either be coming from the cervical canal or from 
the uterine body. If the external os is dilated the 
problem is not such a difficult one, because you 
can introduce the finger and feel what is the 
condition of the cervical canal. In those cases 
where there is commencing growth you find 
friable tissue in the cervical canal, and when you 
withdraw your finger you find an increase of bleed¬ 
ing. The difficulty commences where the os is 
not dilated, and there you should pass a uterine 
sound gently into the cervical canal, and if on 
gently pressing on the sound you find it penetrates 
the wall of the cervical canal, it is suspicious of 
malignant disease. Nothing else will give you that 
sign. And when you withdraw the sound you will 
find the amount of haemorrhage out of proportion 
to the injury inflicted. To make sure, your next 
method is to examine per rectum . In those cases 
you will find that the cervix is enlarged out of 
proportion to its normal relationship to the body of 
the uterus. What do you think is the common 
type of advanced malignant disease of the cervix 
which you see in out-patient departments in 
London ? Women with an excavated cervix, a 
huge ulcer at the top of the vagina, with the uterus 
fixed all round. How has that been produced? 
By cancer beginning in the cervical canal, ex¬ 
cavating the cervix, and surrounding infiltration 
fixing the uterus. I operated three weeks ago on 
a patient who, I am sorry to say, had had six 
months’ treatment, and it was just possible to take 
the uterus out. That should not occur in these 
days. I want you to remember the importance of 
those cases of cancer of the uterus beginning in the 
cervical canal. Where the os is not dilated they 
are difficult to diagnose. But if you proceed on 
the lines which I have indicated to you, you will 
define whence the blood is coming. The fact that 
you can penetrate into the cervical wall, that there 
is free haemorrhage after removing the sound, and 
the enlargement of the cervix out of proportion to 
the body of the uterus—these settle the question. 
If you want further confirmation you can take 
scrapings with the curette and examine with the 
microscope. 1 told you that last, because there is a 
tendency to be a little too scientific in diagnosis ; 
practitioners are rushing to a microscopist to make a 
diagnosis for them, who, after all, is a fallible human 
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being like ourselves, when they are not using their 
eyes or their fingers. Remember in the majority 
of cases of uterine cancer you can arrive at a 
definite diagnosis without any microscopical exa¬ 
mination. 

Assuming you have found the cervix healthy, 
then the blood is coming from the body of the 
uterus, and this must be examined. And here let 
me dispose of a fallacy concerning enlargement 
of the corpus uteri. You may have extensive 
cancer in the body of a uterus which is not 
enlarged, which indeed may be undersized. I do 
not think there is one book in which that fact 
appears. Authors copy from one another the state¬ 
ment that the uterus is enlarged, and consequently 
medical men wait until there is enlargement of the 
uterus. I can bring uteri to show you where there 
is extensive cancer of the body, without any uterine 
enlargement, and even where the organ is below 
the normal size. In these cases you pass a curette, 
obtain a scraping and settle the diagnosis. There 
are one or two rules with regard to the history of 
the patient which should guide you in your diag¬ 
nosis of cancer. They are as follows :—Rule 1 : 
Every woman who, during her menstrual life, has 
irregular bleeding or profuse discharge, should be 
thoroughly examined as to the condition of her 
pelvic organs before any treatment is established. 
Rule 2 : All free bleeding at the menopause should 
give rise to the suspicion that cancer is present. 
Rule 3 : All bleeding after the menopause should be 
looked upon as due to cancer until you have 
proved the contrary. If those three rules were 
observed by everyone in practice countless num¬ 
bers of lives would be saved, because the prospects 
after radical operation for uterine cancer are now 
very much better owing to the more extensive 
procedures which are adopted. Valuable time is 
often lost; a prescription is given, and all the time 
the cancer is growing; and when at length an 
examination is made and the cancer is discovered, 
it has reached such a stage that operation is prac¬ 
tically useless. I do not say that every woman 
who has free bleeding at the menopause has cancer, 
but it is suspicious of malignancy, and surely there 
can be nothing better from the patient’s point of 
view than to be assured that she has not malignant 
disease. Even in these enlightened days patients 
are sometimes told that they are getting young 
again because their menstrual periods are returning, 


because they have bleeding returning after the 
menopause. Only the other day I was told that 
that was the advice a patient received, that she 
was getting young again. You can be practically 
certain in ninety-nine cases out of a hundred, that 
when a patient tells you her menstruation has 
ceased and that bleeding has come on again, that 
it is due to malignant disease. There are excep¬ 
tional cases of simple polypi which occur some¬ 
times after the menopause and cause bleeding, but 
they are very rare. 

Now let us come to another subject. There are 
fnany mistakes made about the diagnosis of preg¬ 
nancy. I will give you a word or two about that, 
because it is a trite saying that the “man who 
never makes mistakes never makes anything.” 
But if you make many mistakes you will make 
even less. And in the diagnosis of pregnancy you 
cannot afford to make mistakes: the public will 
not stand it. To make mistakes about cancer is 
forgiven, but not about pregnancy. If you tell a 
woman she is not pregnant when she is, she will 
not forgive you. If you tell her she is pregnant 
when she is not, you may involve yourself in serious 
litigation. Most mistakes are made, however, 
through lack of definite systematic examination. 
When a woman comes to you who is supposed to 
be pregnant, examine her in the following manner : 
First, the breasts; secondly, the abdomen ; thirdly, 
look at the vulva ; and fourthly, make a bimanual 
examination. I will not detain you by stating 
what you should find in each region, but it is most 
important you should examine the patient in this 
manner. Certain cases of pregnancy are a little 
difficult to diagnose, and more than once the 
abdomen has been opened. Mistakes are made 
over what one may term the “cyst-like pregnant 
uterus,” that is to say, a uterus in which the walls 
are relatively thin, and the liquor amnii in great 
abundance. These cases imitate very closely the 
feel of ovarian cysts, and these are the cases which 
have been operated upon by mistake. Let us look 
and see how w f e can avoid such a mistake. One 
of the most important of the signs in the diagnosis 
of pregnancy is the presence of rhythmical uterine 
contractions. The late Mr. Lawson Tait used 
always to say that was the most certain sign of 
pregnancy. So it is, if you are quite sure you feel 
it. In these cases, owing to the tension as the 
result of the amount of liquor amnii, you do not 
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find such marked rhythmical contractility. You 
should place the hand on the abdomen and keep 
kneading the uterus, and you will probably find 
that it will gradually harden and then relax. The 
next important sign is ballottement: you push up 
the lower pole of the foetus towards the fundus, j 
and it comes down again on the fingeis. You 
may think this cannot be imitated, but you have 
only to examine a case of malignant ovarian disease 
complicated with ascites, where there is a rounded 
tumour in the pelvis, and when you push up the 
tumour it comes down again on the fingers and gives 
a most perfect imitation of ballottement . Anothel* 
reason why mistakes are made in pregnancy is that 
histories are so fallacious.* Patients, of course, may 
tell you what is not true. But what may be termed 
a consistent liar is a very difficult person to deal 
with, and it is extraordinary how well patients 
learn the history and symptoms of the pregnant 
condition in order to deny their existence, and so 
one is led astray. In connection with the dia¬ 
gnosis of pregnancy you should pay little or no 
regard to the previous history ; it should be your 
physical examination which # decides the ques¬ 
tion, otherwise you will make many mistakes. 

I can only deal in the time at my disposal with 
one or two of the other conditions which cause 
difficulty in the diagnosis of pregnancy. But 
I must specially mention one, and that is 
irregular uterine enlargement. You might think 
the uterus alwa)s enlarged regularly in pregnancy, 
but it is not always so. In certain cases you 
have a lateral enlargement which closely simulates 
a broad ligament tumour. The way in which 
you arrive at a diagnosis in these cases is to trace 
up the cervix into the tumour, and if possible, 
push the finger upwards on the side which is 
projecting in the pelvis. If in that way you 
manage to straighten the uterus, you can decide 
that the tumour is uterine, and not a broad ligament 
tumour attached to the uterus. These cases are 
rare, but I saw an example of this condition where 
the abdomen was opened by another surgeon and 
a pregnant uterus was found. So be on your 
guard for irregular enlargement of the uterus in 
pregnancy. Another condition is where there is a 
retroverted pregnant uterus, when you are apt to 
mistake the body as a separate tumour in Douglas's 
pouch and the anterior portion as the uterus. In 
these cases you arrive at a diagnosis by passing the 


fingers up the sides of the cervix and feeling that 
the cervix runs into this tumour felt posteriorly. 
And better still, if you can push the tumour up 
and straighten it out, you will be able to feel that 
the whole tumour is uterine. I have known two 
or three such cases in which the abdomen has been 
opened under the idea that there was a tumour, 
because what happens is—and it is'not such a bad 
mistake as you might suppose—some of those 
patients have an elongated cervix and lower uterine 
segment, and you take the whole of this to be 
uterus, and the remainder to be a tumour. If you 
are in doubt in such a case you should push up 
the swelling and straighten the uterus out, and 
you will then find you are dealing with a uterine 
pregnancy. The golden rule ought to be that no 
patient should be subjected to an operation where 
there is a suspicion of doubt until a careful 
examination has been made under an anaesthetic. 
You may be told that the opening of the abdomen 
under aseptic conditions does not involve any risk, 
but if I were the patient I would rather have my 
abdomen left alone, and it is wiser to safeguard 
yourself by examining under an anaesthetic before 
operation. 

I must say a word, before closing, about tubal 
pregnancy. Those who do hotel or lodging-house 
practice are frequently called in to a patient who 
says she is pregnant and there is free uterine 
bleeding. If you are called in under those circum¬ 
stances, always be careful to exclude tubal preg¬ 
nancy. The number of mistakes which have been 
made over this is too large. The histories are the 
same. There may be amenorrhcea or a little 
irregular bleeding) and the patient is seized with 
pain. Free hsemorrhage occurs, and she imagines 
she is having a miscarriage. There may be the 
same symptoms in tubal pregnancy; so when you 
go to the case you must decide whether it is a 
uterine or a tubal pregnancy. I know of one 
instance where the patient was examined and 
some medicine prescribed ; the tubal pregnancy 
ruptured at night and she died. Therefore make 
certain there is no extra-uterine swelling. You 
feel the enlarged, somewhat softened uterus in the 
case of a normal pregnancy, whereas in a tubal 
pregnancy there is enlargement of the uterus it is 
true, but there is also a swelling outside the uterus. 
Always remember the importance of excluding the 
possibility of tubal pregnancy when you are called 
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to a case of what appears to be a threatened mis¬ 
carriage. 

I will mention one or two other points in con- ! 
nection with tubal conditions. ‘The diagnosis of | 
tubal disease is a little difficult for those who have i 
not had much practice in examination, but there j 
are one or two rules which will help you. If you 1 
are called upon to examine a married woman who j 
has not had anything done to the uterus, or who 
has not been pregnant, and in whom you can 
exclude tubercle, and you find double tubal j 
disease, in ninety-nine cases out of a hundred it 
is gonococcal. There are rare cases where it may i 
be due to intestinal trouble, appendicitis or sig- | 
moiditis. But if a patient who has not been 
pregnant and in whom tubercle can be excluded , 
has tubal disease, it is gonococcal. If the patient 
has been pregnant, either a full-time labour or a i 
miscarriage, the possibility of septic infection has ■ 
to be considered. She may have tubal trouble 
from staphylococci or streptococci. However, 
double salpingitis persisting for months is probably 
gonococcal. The outstanding features of gono- ; 
coccal tubal disease clinically*are two in number: 
its chronicity, and its tendency to form adhesions. I 
That is why these patients become permanently 
sterile, because the tubes become bound down, 
the abdominal ostia occluded, and impregnation ! 
becomes impossible, whereas in the cases simply j 
due to infection without the gonococcus, the tubal i 
trouble clears up and functional recovery ensues. j 

May I 3//1, 1912. i 

Iodine Sterilisation of the Open Abdomen. 

—Payr has been in the habit during the last three 
years of painting with iodine the mucosa of stomach 
and intestines when it was exposed in the course of ; 
a laparotomy, and he has been much impressed 
with the advantages of the method and lack of by- 
effects. It is a most valuable aid, he says, in resec- j 
tion of the stomach or intestine. He first wipes J 
the mucosa dry and then paints it once or several 
times with the tincture of iodine. The irritation 
therefrom seems to be a powerful stimulus for the j 
local healing process. Examination of the field of 
operation later has shown always faultless healing. 
The course of the cases in which the iodine had 
been applied always seemed shorter and more j 
favourable than in those without.— Journ. A.M.A ., 
vol. Iviii, No. 17. 


FOUR LECTURES 

ON 

SOME COMMON DISORDERS OF 
NUTRITION IN INFANCY. 

By H. CHARLES CAMERON, M.A., M.D.Cantab.. 

M.R.C.P., 

Assistant Physician and Physician-in-Charge of the 
Children's Department, Guy's Hospital. 

Lecture I. 

I propose to discuss in detail the following dis¬ 
orders as they occur both in breast-fed and in arti¬ 
ficially fed infants. 

(1) Dyspepsia , or simple diarrhoea and vomiting.— 
Under the name “ dyspepsia ” I include all cases in 
which diarrhoea and vomiting together or separately 
are prominent symptoms, but which show none of 
the signs of absorption of deleterious substances 
into the general circulation from the alimentary 
canal. In such infants the epithelial lining of the 
alimentary canal retains sufficient vitality to act as 
a barrier to the abnormal passage of the products 
of digestion into the blood-stream, with the result 
that all the most striking symptoms are confined to 
the alimentary tract. 

(2) Summer diarrhea or intoxication.—Under 
the name “summer diarrhoea'’ I include cases in 
which the symptoms of diarrhoea and vomiting 
form only a part of the clinical picture, and in 
which absorption of poisonous products of digestion 
takes place across a bowel-wall which can no longer 
resist their passage. The symptoms of intoxication 
in such cases may be more striking than the sym¬ 
ptoms of disturbance in the alimentary canal. 

(3) Marasmus , in which, as a result of long-con¬ 
tinued dyspepsia, or as a sequel to summer 
diarrhoea, the tolerance fur food is so lowered that 
it falls below the limit necessary for growth and 
development. 

(4) Inanition or starvation, in which the child 
receives less food than is necessary for its growth 
and development. Such starvation may be due 
to ignorance or carelessness on the part of the 
parents, or to inability on the part of the child to 
swallow the food, such inability as occurs, for 
example, in cleft palate, in the prematurely bom, 
or in atelectasis pulmonum. 

This list of disorders is by no means exhaustive, 
but if w r e discuss each of the subjects mentioned 
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in turn in some detail, we shall, I think, leave out 
little that is common and of every-day occur¬ 
rence. 

At the outset we may attempt to state in general 
terms the means by which we determine that a 
particular diet is suitable. 

In the first place that diet alone is suitable upon 
which the physiological development of the infant 
pioceeds with normal rapidity. Certain functions 
are, or should be, acquired by all infants in due 
order and at the proper time. 

For some weeks after birth the limbs alone are 
capable of effective voluntary movement. The 
head rolls helplessly from side; the action of the 
eye muscles is quite inco-ordinated. 

After six or eight weeks, if the child is placed 
upon a pillow face downwards, the head can, and 
will, be lifted backwards so that the infant’s face is 
carried away from the pillow. 

At two months the child will laugh. 

At two or three months the eyes will follow a 
bright light or object intelligently, and the child 
begins quite clearly to observe what is going on 
around him. 

By the end of the sixth month the child can sit 
upright and readily grasps at and holds objects. 

By the ninth month the child can stand upright, 
and between the ninth and twelfth months he learns 
to walk, with, or even without, support. The teeth 
should be cut easily and without undue delay. 

If the child is not mentally defective, and if his 
progress has not been interrupted by serious illness, 
we may conclude that any # delay in assuming these 
functions is evidence that the diet is defective. 

In the second place, at any one time we may 
determine that there is disturbance cf digestion and 
judge of the severity of the attack by attention to 
the following points : 

(1) A child whose diet is not satisfactory and 
who is not thriving in consequence is restless and 
fretful, the sleep is broken and disturbed, the skin 
is pale, and the tone of the muscles diminished. 
Instead of the agile, wriggling motions of the legs 
and arms there may be slow and feeble movements, 
and instead of an alert, placid and observant 
expression the face may habitually show fretfulness 
or apathy. 

(2) If the curve of the weight is plotted out, by 
weighing the child at short intervals, there should 
be a steady and uniform rise. 


(3) The temperature curve should remain close 
to the normal line. An exaggeration of the normal 
morning and evening excursion or a continued sub- 
| normal temperature is commonly met with in dis- 
1 turbed digestion. 

t (4) The appetite should be good and the child 
! should drink freely and with relish. 

(5) The stools should be of normal colour, con¬ 
sistence, and smell, and should not be passed more 
f than two or three times a day. The stools should 
I be passed quietly and without effort. In the normal 
infant the stools will be found in the napkin, into 
which they have flowed quite unnoticed. In dis¬ 
turbed digestion they may only be passed with 
obvious effort, with much movement of the body 
and with the audible escape of gas. There should 
I be no vomiting. 

Of all these indications the first is that which is 
the most sensitive. To an experienced nurse or 
mother it is often obvious that the infant is suffering 
from dyspepsia some days before the discomfort 
! culminates in vomiting and the passage of green 
1 stools. Wheresuch little points as an infant’s increas- 
j ing fretfulness or broken sleep are liable to be over- 
! looked, as in a busy ward and with constant change 
of attendants, there is much greater necessity for 
. the plotting out of a chart which will show graphic- 
| ally the weight, the temperature, and the amount 
of milk taken. By so doing timely warning of an 
I approaching disturbance may often be secured. In 
! infants whose digestion is continuously unstable 
such safeguards become essential. 

1 

i Dyspepsia. 

In simple dyspepsia, as I have indicated, the 
j epithelial lining of the bowel, whatever damage it 
| may have sustained, at least still retains unim¬ 
paired its function of controlling the absorption of 
! the end-products of digestion. Nothing that is 
harmful is allowed to pass over the bowel-wall, 
j As a result of this unimpaired action of the 
epithelial cells there are but few general symptoms, 
j The child is, perhaps, a little fretful and a little 
i pale, and his sleep is less profound and peaceful. 
The intelligence, however, remains clear and un¬ 
clouded. The movements of the limbs are active 
and purposive. The urine contains no abnormal 
constituent, neither albumen, sugar, nor acetone. 
The inspiration and pulse remain unaltered. Some- 
! times the temperature may be raised irregularly, 
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but only to a Trifling extent. The curve of the 
weight, on the other hand, shows a marked change ; j 
it may cease to ascend, or it may gradually drop, 
or it may assume an irregular shape, the child 
losing and gaining weight alternately. In all this, I 
with the exception of the standstill or loss of weight, i 
there is nothing very striking, nothing at all com- i 
parable to the coma, somnolence, immobility of 
limbs, abnormal posture and expressionless face, 
albuminuria, glycosuria, high temperature, sudden 
rapid and enormous fall in weight, loss of fluid, 
tumultuous or accelerated breathing, and irregu¬ 
larity of pulse, all of which go to make up the ! 
^clinical picture of summer diarrhoea, and all of 
which result from an intoxication of 'the body, 1 
because the cells of the epithelial lining of the 
bowel-wall have been damaged to such an extent | 
as to impair their function of controlling absorption 
from the alimentary canal. To both conditions j 
the symptoms of diarrhoea and vomiting are 
common; in everything else they stand sharply 
contrasted. 

In dyspepsia, then, the symptoms consist of a 
little fretfulness, pallor, and loss of sleep, a stand¬ 
still in weight or moderate loss of weight, pyrexia 
of slight degree, vomiting and diarrhoea. 

The changes in the character and appearance of 
the stools will best be fully considered when we 
make the necessary subdivision into carbohydrate 
dyspepsia in infants fed upon a sugar rich diet, when | 
the stools are watery, acid, fermented and green, 
and casein and fat dyspepsia in infants fed upon 
excessive amounts of casein with a high fat per¬ 
centage, as in undiluted cow’s milk, when the stools 
may be formed, bulky, alkaline, white, and putty¬ 
like, and show no fermentation, but excess of 
putrefaction. 

Causes of Dyspepsia . 

Before attempting to describe the treatment of 
dyspepsia, it is necessary to have a clear idea as to 
the possible causes of the disorder. The great 
majority of cases may be grouped under one or 
other of the following heads : 

(1) Cases due to over-feeding with a suitable 
mixture. 

(2) Cases in which the vomiting and diarrhoea 
are merely symptoms of some infective disorder, 
such as pneumonia, tonsillitis, or influenza, or some 
constitutional disease, such as syphilis. 


(3) Cases due to feeding with decomposing 
stale milk, which has already undergone chemical 
alteration. 

(4) Cases due to infection of the alimentary 
canal with pathogenic micro-organisms. 

(5) Cases due to feeding with an unsuitable 
mixture, in which one or other constituent—fat, 
sugar, or proteid—is in great excess. 

Dyspepsia is much more rarely met with in 
breast-fed infants than in the artificially fed. 
When it does occur the disorder is usually slight 
and easily controlled. Under the third heading 
no cases occur in breast-fed infants. 

(1) Dyspepsia due to Overfeeding with a suitable 
Mixture (a) in breastfed Infants, (b) in arti¬ 
ficially fed Infants, 

(a) In breastfed infants dyspepsia is most 
commonly due to over-feeding. While it is com¬ 
paratively seldom that the quality of the mother’s 
milk is seriously at fault, it is a common thing to 
find that the infant has been suckled at irregular 
short intervals—“ whenever it cries.” The constant 
swallowing of small amounts of milk tends to 
inhibit the supply of hydrochloric acid in the 
stomach and to encourage the production of fatty 
acids by decomposition of the fats and especially 
of the sugars. These fatty acids act powerfully 
upon the intestinal wall, stimulating peristalsis 
and causing a rapid secretion of alkaline succus 
entericus. In spite of this increased flow of alka¬ 
line succus entericus the stools are acid to litmus, 
watery and green in colour. Both the vomit and 
the stools have a characteristic odour, due to the 
excess of these volatile acids. 

The treatment of this condition is to insist upon 
regularity in suckling, at first every two hours, at 
three months every three hours, and at six months 
every four hours ; after six months five or six 
meals in the day are ample. During an attack 
for the first twelve hours the breast may be with¬ 
held altogether, for the next twelve hours it may be 
allowed for five minutes at a time. The milk 
secreted in the first five minutes of nursing con¬ 
tains much less fat than that last secreted. With 
improvement in the diarrhoea and vomiting, and in 
the aspect and behaviour of the child, the time 
allowed for nursing may be gradually increased 
until the full ten or fifteen minutes is reached. 
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During the restriction of feeding, the needs of the 
child for fluid must be attended to, and, according 
to age, before each nursing two or three ounces of 
boiled water, or albumen-water, sweetened if neces¬ 
sary with e Vgr. °f saccharin, may be given. Sugar, 
which is readily converted into the volatile fatty 
acids, should not be used. 

No doubt the majority of infants bring about 
their own recovery by unconsciously adopting very 
similar methods. An attack of dyspepsia is often 
accompanied by loss of appetite and a great 
diminution in the amount taken during the twenty- 
four hours. In other cases, and especially in sub¬ 
acute cases, there may be no such safeguard, and 
the child continues, unless restrained, to suck 
greedily, perhaps because the warm milk soothes 
for the time being the abdominal discomfort. 
Gentle purgation with calomel gr. J or J, with the 
familiar pulv. sodae et hyd. c. cret., or with small 
doses of castor oil, as in mistura olei ricini, B.P. 
^j, frequently repeated may assist. In severe 
cases the bowel and stomach may be washed out 
with a mildly alkaline solution. Astringents and 
opium are out of place. 

(/>) In artificially fed infants dyspepsia from over¬ 
feeding with a suitable mixture is also common. 
Let us consider first what we may regard as a 
suitable mixture. 

I do not believe that any perfect substitute for 
mother’s milk exists. Even if it were possible to 
modify milk so that the proportions of proteid, 
carbohydrate, fat, and salts were identical with 
those of human milk, the mixture would still be 
lacking in those biological properties, to which 
the breast-fed infant owes its immunity from infec¬ 
tions of all sorts. Later, when we come to con¬ 
sider the varieties of dyspepsia due to unsuitable 
composition of the food-mixture, I shall discuss at 
greater length the properties of human milk, of 
cow’s milk, whether fresh or preserved, and of the 
different sorts of patent foods, and indicate the 
different conditions in which each may be of 
service. At present I will only say that in the 
absence of mother’s milk, fresh cow’s milk suitably 
diluted, and to which certain additions of sugar 
and fat have been made, is the correct diet for the 
healthy child. 

If cane-sugar is used slightly less than fhe 
amounts indicated for lactose must be advised. 

At three months two or three teaspoonfuls of 


To 2 months 
During 3rd 
month 

3 to 6 months 
6 to 9 
9 to 12 » 


Dilution with 
water. 

Amount 
of milk in 
24 hours. 

Supar 

No. of \T?' ] 

feeds. a<!dedpe r 

4 pint of 
milk. 

i 

' ounces of 

1 


milk. 

ounce. 

I to 2 or i to 1 

3 to 18 

O 

O 

1 to I 

• 

18 to 20 

8 1 

1 to 1 or 2 to 1 

20 to 24 

7 or 6 i to J 

2 to 1 or 3 to 1 

24 to 34 1 6 or 5 J 

Whole milk j 34 to 40 

5 l 


cream may be added in the twenty-four hours, and 
this may be gradually increased until at nine 
months two ounces of gravity cream are taken in 
the twenty-four hours. 

At six months a second carbohydrate may be 
given in the form of a gruel made according to 
directions given later. 

In instituting artificial feeding in a healthy child 
we should always be careful to give a considerably 
less amount than the maximum which the child is 
capable of digesting without disturbance. After 
some days, if the gain in weight is unsatisfactory, 
but there is no diarrhoea or vomiting, we may very 
gradually increase the amount given until the 
weight-curve ascends at a proper and steep angle. 
In other words, for each child we aim at giving the 
minimum amount of food which produces a satis¬ 
factory rise in weight. In this gradual alteration 
of the prescribed amounts the metric system offers 
great advantages because of its greater flexibility. 
Moreover, by adopting the metric system, the 
child’s weight, the consumption of milk, and the 
amount of sugar are all recorded in the same 
measure — grammes. Thus, the prescription 
100 (2 to 1) X 6 + 5 per cent, sugar, means that 
the child drinks 600 c.c. of milk in the day diluted 
with 300 c.c. of water, to which 30 grm. of sugar 
is added, the whole being divided into six meals. 
If the nurse is given instructions to save all that is 
left in each of the six bottles, and this amount is 
deducted from the total prescribed, it is easy to 
construct an appetite chart. 

In the chart below of an infant under my care 
the amount of milk was increased too rapidly. 
That this increase was unnecessary is shown by the 
steady rise in weight upon the smaller amount, 
upon the larger amount an attack of dyspepsia 
shortly followed. All that was done by way of 
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treatment was to retrace our steps and give again 
the smaller amount upon which the child had 
done well. In more severe cases a similar course 
to that suggested in breast-fed , infants may be 
advised. After a fast of twelve or twenty-four 
hours, during which albumen-water or boiled water 
with or without saccharin is given, the mixture 
may be begun again gradually. For example four 
ounces may be given on the first day, eight upon 



the next, sixteen upon the third. The rapidity 
with which the mixture is substituted for the 
albumen-water or boiled water depends, of course, 
upon the severity of the attack and the persistence 
of symptoms. In severe cases it is wise to begin 
with milk to which no sugar or cream is added and 
from which the top cream has been removed. 
When improvement has taken place, the removal 
of fat can gradually be omitted and the sugar and 
added fat gradually restored until the composition 
of the mixture is the same as before the attack. 


However gradual the return to the mixture may 
have to be, it is essential to prevent the possibility 
of a repetition of the mistake of excessive feeding. 
Moreover, in children convalescent from an attack 
of dyspepsia the tolerance for food may remain for 
some time impaired, so that disaster may occur in 
the second instance upon a less amount than was 
necessary to produce disturbance in the first 
instance. Certainly in susceptible infants the exact 
amount which must be given to produce growth 
and development and yet to avoid disturbance can 
only be determined by a chart such as I have 
shown you. In strong and sturdy infants and in 
first attacks no such refinements are needed if we 
bear in mind the rule that it is far better to under¬ 
feed than to overfeed, and that in a few days of 
dyspepsia the gain of weight of previous weeks may 
all be lost. 

(2) Dyspepsia in which the Vomiting and Diar 
rhcea are only Symptoms of some general 
Infection: (a) In breastfed Infants; (b) in 
artificially fed Infants. 

(a) To a very great extent breastfed infants 
! enjoy an immunity from infectious disorders. 
Bronchitis, broncho-pneumonia, tonsillitis, influ 
enza, pyelitis, and all such accidental infections 
are much rarer than in bottle-fed infants, and when 
they occur they commonly run a much milder 
| course. In both the naturally and the artificially 
fed infant, when such infections are contracted, the 
most prominent symptoms for a time or through¬ 
out the illness may be those of diarrhoea and 
vomiting. An infant in the first few months of 
life has but one function highly developed, that of 
absorbing nutriment, and diseases of the most 
various sorts are apt to show themselves in dis¬ 
order of that function. It is for this reason that 
the study of infant dietetics can never be given 
over entirely to nurses and others, who, however 
wide their practical experience may be, have not 
at theij command the necessary power to make a 
diagnosis of the cause of the disorder. The deter¬ 
mination of the seat of infection in an infant may 
be a matter which calls for all the expert know¬ 
ledge which a medical man can supply. 

I Although such symptomatic diarrhoea and vomit¬ 
ing is not so common in breast-fed as in bottle-fed 
infants, yet when it does occur in the fornier, and 
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especially when it occurs during the first two or three 
months of life, ft has a peculiar danger—the mother's 
breast is liable to become dry. The secretion of 
milk depends upon two factors which are certainly 
of equal importance. In the first place the 
mother’s health must be satisfactory. Her diet 
should be simple and nutritious; she should take 
sufficient exercise and sufficient rest; her mind 
should be at rest and all excitement should be 
avoided. The second factor, knd I think that too 
little attention has been paid to it, resides in the 
child and not in the mother. The milk is only 
secreted in response to the powerful physiological 
stimulus provided by the sucking of the child. 
The mother is not already provided with milk' at 
the birth of the infant. The breasts only cease 
to secrete when the child is removed. If at any 
time a second child is put to the breast, within a 
few days the milk is secreted in double amount, 
and if the second child is removed the amount 
soon falls again to the former level. A child that 
isunusually small or weak at birth is often doomed 
to be brought up by hand, because it lacks the 
power to bring the breast to active secretion. 
Similarly, if an infant during the first few weeks or 
months of life contracts any severe infection, the 
accompanying dyspepsia may bring about the 
drying up of the breast. With great loss of appe¬ 
tite the child may refuse the breast for days 
together, and unless the breast is completely 
emptied at regular intervals the secretion diminishes 1 
and finally disappears. 

The treatment of such symptomatic dyspepsia 
consists in no more than the regular feeding of the 
infant and the complete emptying of the breast 
after each nursing by use of the breast-pump. If 
this is carefully done the disaster of being forced 
to wean may be avoided. It is well to give the ! 
breast at longer intervals than in health and to 
take care that the infant’s increased demand for 
fluid does not lead to over-feeding. Between 
feeds water may be given freely. 

To give supplementary feeding by bottle is a 
procedure only to be adopted after careful con¬ 
sideration. Only too often the mpther or nurse, 
findings the infant grown suddenly fretful, its 
appetite seriously impaired, and its weight falling, 
determines that the milk is insufficient or does not 
agree, and gives supplementary bottle-feeding. 
This step makes the disappearance of milk from 


the breast all the more likely, because the child 
prefers to suck from the easily running bottle, and 
leaves the breast, secretion in which is already 
diminishing, severely alone. The result is that 
the child has to be weaned at the most unfortunate 
time possible—during an intercurrent disorder. 
Mixed bottle- and breast-feeding is seldom success¬ 
ful in children under three months for this reason. 
After three months the secretion in the breast 
becomes much more stable. If supplementary 
I feeds are given to young infants one w T hole feed 
should be given from the bottle, while the breast 
is given for the rest of the day. Frequent smaller 
, feeds increase the danger that the infant will refuse 
the breast. 

(/?) In bottle-fed infants intercurrent infections 
are extremely common, and during the first few 
months of life immunity seems to depend almost 
entirely on breast-feeding. During these accidental 
infections dyspepsia is very common, and unless 
the underlying cause is detected this may lead to a 
perfectly suitable mixture falling into disrepute. 

Similarly the decline of the symptoms of diar¬ 
rhoea and vomiting, when recovery from some severe 
but transitory bronchial catarrh or tonsillitis ensues, 
may, and often does, give undeserved credit to 
some alteration in the diet, such as the addition of 
sodium citrate to the milk, or the adoption of some 
patent food. If the alimentary disturbance is 
symptomatic, its treatment is bound up in the 
treatment of the particular infection. If any altera¬ 
tion at all is made, the amount of the mixture may 
be somewhat reduced and a greater degree of 
dilution prescribed, or the feeds may be prescribed 
at longer intervals, and water or albumen water 
may be given between the feeds. 

May 13th, 1912. 


Arteries in Shook. —As a result of his experi¬ 
mental work Bartlett says there can be no doubt 
of the fact that the rate of inflow in shock was 
faster than normal, and in his experiments the 
average increase was 36 per cent. It is concluded, 
therefore, that decreased vasomotor tone is an 
accompaniment of shock.—- Journ . A.Af.A ., vol. 
lviii, No. 16. 
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VARIETIES OF COUGH, AND 
TREATMENT FOR RELIEF OF 
THEM.* 

By SIR DYCE DUCKWORTH, Bart., M.D., 
LL.D., F.R.C.P., 

Consulting Physician to St. Bartholomew’s Hospitil ; 
Senior Physician to the Seamen’s Hospital, 
Greenwich. 


In my last lecture I described the varieties of 
cough which we meet with in practice, and to-day 
I shall discuss the best means for treating this 
symptom as it occurs in the course of many 
ailments. We have already seen that some of the 
causes of cough are very grave, that others are 
much less serious, and that a few are of slight 
importance. In the case of some diseases the 
symptom is inevitable, and may aggravate the 
general condition of the patient. In other dis¬ 
orders, affecting the lungs particularly, the existence 
of cough is necessary and important. Sometimes, 
therefore, we do well to try and mitigate this 
symptom, while in others we are compelled to 
encourage and facilitate the occurrence of effectual 
cough to promote a free expectoration. It is 
a vulgar idea that cough, as such, is always to 
be checked, and it is certain that harm is often 
done as a result of resorting indiscriminately to 
advertised remedies for stopping it. There is, 
therefore, much skill and due circumspection 
required in prescribing for each particular case 
accompanied by cough. The treatment for cough 
dependent on excessive use of alcohol and tobacco 
is sufficiently obvious, but not easy to enforce. 
The perpetual smoker is not the man who really 
enjoys tobacco. He is simply miserable without it. 
Cigarette-smoking in excess is mostly to be blamed 
for the irritation of the fauces, pharynx, and upper 
air-passages which excites cough, all the more if 

* Clinical lecture delivered at the London School of 
Clinical Medicine. 
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the bad habit of inhaling the smoke is practised. 
Too many cigarettes are smoked in these days. | 

With respect t^ the cough which occurs in pneu¬ 
monia, it is not usually so severe, even if frequent, 
as to call for any decided restraining methods in 
the early stages. Later, cough is of advantage in 
encouraging expectoration, and should only be 
checked if it is painful and disturbing due repose. 1 
Syrup of codeine, in one drachm doses, or ten 
minims of liq. morphinae acetatis in two drachms 
of syrup of tolu may be useJ for this purpose. 
Glyco-heroin, in drachm doses, is also useful, but 
the action of all these drugs requires careful 
watching, and may often be dispensed with. 

In acuie bronchitis the object is to secure adequate 
expectoration by simple measures. (In all acute 
disorders of the respiratory system a warm bed is 
the first requisite, not sufficiently insisted upon in 
the early stages.) A mixture of acetate of ammonia, 
with spirit of nitrous ether, ipecacuanha wine, and 
syrup of tolu is one of the most appropriate at 
first, and to this may be added later some oxymel 
of squill and compound tincture of camphor. A 
linseed and mustard poultice to the front of the j 
chest by night, and cotton-wool sprinkled with*; 
spirit of camphor applied by day, are useful local 
measures. When the cough is teasing and dry, 
iodide of ammonium, in two or three grain doses, 
proves effectual in floating off mucus from the 
trachea and bronchi. In these prescriptions you 1 
note the intention of giving demulcents with 
expectorants, and securing the soothing influence of 
opium as contained in one quarter of a grain in 
each drachm of the compound camphor tincture j 
(paregoric). Half-drachm doses of theammoniated . 
tincture of opium are also of value in restraining 
cough (Scottish paregoric), as these both contain j 
aniseed oil and benzoic acid. When ordinary 
opiates are not well borne, heroin, in the form of j 
glyco-heroin in drachm doses, may sometimes 
succeed better. ■ j 

For chronic bronchitis, especially in elderly 
patients, we have a larger choice of remedies. The 
object is to encourage expectoration in two ways— 
first to render the secretion from the tubes readily , 
mobile, and, secondly, to increase muscular power j 
to expel it. The first method is commonly secured | 
by the action of iodides of potassium or ammonium 
in three to five grain doses, and the second indica¬ 
tion is met by nux vomica or strychnine. With 


these any demulcent syrup may be combined. 
The action of squills may sometimes prove depress¬ 
ing in these cases, when we may employ the 
infusions#of senega, serpentary, or cascarilla with 
advantage, adding ten minims of the spirit of ani¬ 
seed. A favourite prescription of mine in old 
patients is the mistura ammoniaci in ounce doses. 
One of the best local applications is the linimen- 
tum terebinthinae aceticum rubbed into the front 
and back of the chest. You will be careful in 
employing opiates in any but small doses in the 
case of the aged. A pinch of snuff is one of the 
best expectorants, and the sneezing excited by it is 
usually followed by free expectoration. 

The treatment of cough dependent on pulmonary 
tuberculosis demands careful consideration, and 
must vary according to the stages of the disease. 
In the early condition, with limited dt posit, cough 
as a symptom is of less importance than in patients 
with advanced and progressive disease, yet it is an 
object to remove products from the air-tubes which 
may be sources of further mischief, and sedatives 
might be harmful. If the sputa are viscid, some 
warm fluid, as hot milk or milky-coffee, may prove 
the best expectorant to relieve ineffectual coughing. 
Rum in hot milk is sometimes useful where the 
patient is feeble and emaciated. When the cough 
is violent it may prove exhausting and induce 
vomiting. It may also provoke haemorrhage. In 
such cases some form of opiate is imperative, and 
one of the best is the compound tincture of chloro¬ 
form and morphine in doses of ten or fifteen 
minims. In irritation in the larynx or trachea and 
larger bronchi, we may employ inhalations of 
Friar’s balsam, eucalyptus, menthol, and camphor 
with much advantage. Sometimes a small blister 
over the sternum is effectual in checking violent 
attacks of cough. A sedative demulcent linctus 
should be at hand in these cases, and a quiet 
night may be secured with Dover’s pow T der in five* 
or ten-grain doses. One object to keep in mind 
is not to interfere with the patient’s appetite, or to 
overdo the sedative action sought. 

The cough excited by laryngeal disease is more 
appropriately dealt with by local treatment—in¬ 
halation of vapours of benzoin, menthol, eflcalyptol, 
or thymol, singly or in combination, or sprays of 
liquid paraffin containing menthol, camphor and 
oil of cinnamon, the latter being more useful in 
chronic laryngitis. Lozenges of black currant and 
ammonium chloride give relief, and small blisters, 
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the size of a shilling, applied on either side of the ! 
thyroid cartilage, are helpful in 'tubercular disease 
of the larynx. 

In plastic bronchitis , the severe cough induced 
by the occlusion of the smaller bronchi is best 
removed by iodide of potassium, which commonly 
succeeds in preventing the formation of the casts, ! 
and cures the disease. ! 

Cough dependent on aneurysmal pressure is j 
relieved by appropriate treatment for the primary 
disease, and iodide of potassium with reduced j 
diet is indicated for this purpose, and is generally ! 
effectual. 

Whooping cough is restrained by inhalations of | 
benzoin, creasote and other tar-products, while | 
belladonna with bromide of sodium, together with j 
a good dietary, are the most efficient agents. I 

Tussis hysterica is best not treated as a catarrhal j 
symptom in most instances. It should be ignored | 
if tolerated, and not allowed to incur sympathy. 
Faradism to the neck and thorax, repeated as j 
required, may prove very effectual. Unfortunately 
on the subsidence of this tiresome manifestation, ( 
some other equally obvious hysterical symptom 
may supervene. Isolation is sometimes helpful in 
removing many of these strange tricks and nervous 
perversions. I think that I have said enough to 
convince you that there is, and can be, no routine 
treatment of cough as a symptom. In each case 
we must ascertain the exact cause of it, and seek 
to re-establish normal conditions of the affected 
parts as far as possible. We have seen that our 
efforts are in many cases ineffectual to promote 
sound recovery, but we know that we may not hold 
our hands on this account, and have it as a duty 
to seek by all means to mitigate and relieve a 
symptom which is always distressing, and some- | 
times exhausting and dangerous. Let me remind ■ 
you lastly, that success in practice is largely attained ! 
by careful attention to details and little things. J 
There is rather a tendency in these days to ignore 
small ailments, and focus our attention on the 
purely pathological features of our patients. Re¬ 
member that these people come to see us for relief 
and help. They are not museum specimens, or 
material for laboratory research only. They are in 
personal need, and expect only such attention on 
our part as will help them to be rid of what they 
suffer from. If We put ourselves in their place, we 
shall better understand what they seek, and do our 
very best for them. That is the duty of the 
clinician, and he has but two main questions to ask 
in each case, as Sir William Jenner was wont to 
say— (a) What is the matter? (b) What will do 
good ? One of the best compliments ever paid to 
a great physician lately dead was this : “ Dr. G—*s 
medicines always do good.” We do not hear such 
remarks very often in these days. I venture to ask 
why ? 

May 2Qth, 1912. J . • 
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FOUR LECTURES 

ON 

SOME COMMON DISORDERS OF 
NUTRITION IN INFANCY. 

By H. CHARLES CAMERON, M.A., M.D.Cantab., 
M.R.C.P., 

Assistant Physician and Physieian-in-Charge of the 
Children’s Department, Guy’s Hospital. 


Lecture II. 

The majority of cases of simple diarrhoea and 
vomiting may be grouped under one or other of 
the following heads: 

(1) Cases due to over-feeding with a suitable 
mixture. 

(2) Cases in which the diarrhoea and vomiting 
are merely symptomatic of some transitory infec¬ 
tive disorder or of some constitutional disease. 

(3) Cases due to feeding with decomposing 
stale milk, which has already undergone chemical 
alteration. 

(4) Cases due to infection of the alimentary 
canal with pathogenic micro-organisms. 

(5) Cases due to feeding with an unsuitable 

mixture in which one or other constituent, fat, 
carbohydrate, or proteid, is in excess. # 

The first two groups have already been dealt 
with. 

(3) Dyspepsia due to feeding with decomposing* 
stale milk which has already undergone chemical 
alteration. 

If the milk is already stale and an acid fer¬ 
mentation has become far advanced, its use will 
cause disturbance in even the healthiest infant. 
Further fermentation will readily occur in the 
stomach, with the production of an excess of 
volatile fatty acids; as a result vomiting and the 
passage of sour, green, fermented stools is induced. 
In hot weather milk decomposes with great 
rapidity. No amount of boiling or sterilisation 
can avail to render milk in which these changes 
have taken place fit for consumption. If a supply 
of fresh milk cannot be guaranteed during the 
summer months, it is well, temporarily, to replace 
milk by one of the dried milks, or by a good brand 
of unsweetened coodensed milk. 

(4) Qyspepsia to inrecticn of the alimentary 
canal tfith mfcto-organisms.- * 
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Infection may result in a true inflammation of 
the bowel-wall, as in follicular colitis and enteritis, 
in which there are obvious lesions of the bowel- 
wall. In other cases the infection of the alimen¬ 
tary tract with virulent micro-organisms leaves no 
traces which are visible after death. 

The lactic acid bacillus is not pathogenic, but 
milk which is stale and soured is likely to contain 
other and more virulent organisms. The multipli¬ 
cation of organisms within the bowel is controlled 
by the reaction of the bowel. The growth of 
organisms, which thrive in the acid stools due to 
excessive fermentation of fats and carbohydrates, 
is inhibited by the alkaline reaction of the intes¬ 
tinal contents which is induced by a diet rich in 
casein and poor in fats and sugars. 

The micro-organisms are conveyed to the child 
in infected milk or water by the sucking of “ com¬ 
forters/’ or in older children by contact with dust 
and dirt of rooms and streets. 

Into the methods of the sterilisation of milk I 
have not space to enter. 

The treatment of dyspepsia due to infection of 
the alimentary tract does not differ from the treat¬ 
ment of dyspepsia due to overfeeding described 
in the last lecture. In all severe cases intoxication 
tends to result and the symptoms of so-called 
“ sumjner diarrhoea” are added. The treatment 
of summer diarrhoea will be considered later. It 
goes without saying that means must be taken to 
prevent re-infection both by the sterilisation of milk 
and by preventing the possibility of re-infection 
from the stools. 

(5) Dyspepsia due to feeding with an unsuitable 
mixture in which one or other of the constituents, 
fats, proteids or carbohydrates, is in great excess : 
{a) In breast-fed infants, (b) in artificially fed 
infants. 

(a) Under certain circumstances the composition 
of the mother’s milk may be altered so that it 
causes dyspepsia in the child. It is well to empha¬ 
sise, however, that such cases are rare and that the 
alteration in composition is at the most slight. 
During pyrexia in the mother or during menstrua¬ 
tion the milk may temporarily disagree. Too 
frequent nursing increases the proteid content and 
the total solids. A liberal diet for the mother 
increases both the proteid and the fat, while an 
insufficient diet <fipSiiiis6ej % l)orH. # ^)rcgs givpij 
the mother are very : s^l6fn , .eiccreted-in t(\e suftfc j 



in sufficient amount to produce symptoms in the 
child. 

(b) In artificially fed infants. Among the well- 
cared-for children of the upper and middle classes 
dyspepsia due to gross faults in the composition of 
the mixture is comparatively rare. Among the 
children of the poor many are found in whom 
the carbohydrates are in dangerous excess. In 
hospital practice we do not* find cases of fat 
dyspepsia, but we constantly meet with infants fed 
upon diluted, sweetened, condensed milk, to which 
sometimes still further addition of cane-sugar is 
made by the mother, who present symptoms of a 
very definite sort which can be grouped under the 
name “ carbohydrate dyspepsia.” Many of the 
patent foods on the market contain a great excess 
of carbohydrate. 

It is one of the difficulties which the study of 
infantile indigestion presents that the healthy 
infant under good hygienic circumstances acquires 
a very wide tolerance for all sorts of diet. Although 
it is true that carbohydrate excess tends to produce 
one type of disorder and proteid and fat excess 
another, yet within wide limits healthy infants 
adapt themselves to the diet to which they are 
accustomed and thrive upon the most varied 
mixtures. It is an unfortunate result of this toler 
ance that mothers and nurses are apt to argue 
from one individual case, and to infer because a 
healthy and strong infant has done well upon this 
or that diet, that therefore such a diet is suitable 
for some weakling infant who is already in trouble 
with his digestion. This, too, is the fallacious 
argument of all vendors of patent foods. If infants 
were less tolerant of excess in the different con¬ 
stituents of their diet, we should know more of the 
symptoms produced. 

Let us consider, before describing the effects of 
proteid, fat and carbohydrate excess, first, the 
part played in the economy of the child by these 
different components of food, and secondly, the 
manner and proportion in which they are combined 
in the different foods at our disposal. 

The proteid of the food performs a three-fold 
function : 

(1) It gives the stimulus for growth and cell 
division. Without proteid life cannot be carried 
on. 

• (2) It can serve dynamic purposes and maintain 
the heat and energy of the body. 
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(3) It replaces the nitrogen which is lost in the 
wear and tear of the body—the nitrogen, for 
example, which is lost in the intestinal juices 
evacuated from the bowel. 

In breast-fed infants practically all the proteid 
of the food is absorbed; the faeces contain only 
that small amount of nitrogen which is accounted 
for by the nitrogen of the intestinal secretions. In 
infants fed upon raw, undiluted cow’s milk traces 
of undigested casein are found from time to time. 
Of the nitrogen taken in in the food the most part 
is excreted in the urine. A small part is retained 
in the body. Addition of carbohydrate to the diet 
increases the retention of proteid, and thus favours 
the growth and development of the infant’s body. 
Fats possess no such power of increasing nitro¬ 
genous retention. 

Fats .—A considerable percentage of fats passes 
through the intestine unabsorbed and appears in 
the faeces as neutral fat, fatty acids and soaps. 
Fats can replace carbohydrates to a certain extent 
in the diet, but the presence of carbohydrate is 
necessary for the undisturbed metabolism of fat. 

Carbohydrates are the chief source of muscular 
energy and of the production of heat. They 
are necessary for the metabolism of fat, and 
have the power of increasing the retention of 
proteid in the body. A deficiency of carbohydrate 
results in delayed growth and development and in j 
a subnormal temperature. Excess causes slight i 
pyrexia and the retention of large amounts of water j 
in the body. The passage from a sugar-poor to a 1 
sugar-rich diet causes a sudden increase in weight, j 
which is accounted for only by this retention of J 
water. Similarly, a return to a sugar-poor diet : 
causes an equal fall in weight. I 

The following table contrasts the composition of 
cow’s milk and human milk : 


Human milk. 

Cow's milk, 

Casein . . . 

Froteids, lactalbumin 1*4 / 2 0 

• 3 ‘ 25 Wo 

• 15 > 

Fats . . . .3-5 

• 3‘5 

Carbohydrates . • 7‘o 

40 


It will be seen that gow’s milk compared with 
human milk is enormously rich in casein and 
relatively poor in carbohydrate. 

The casein of cow’s milk has certain peculiar 
properties which render it a fruitful source of 
disturbances of digestion and which also make it 
a very useful therapeutic agent. It forms with the 


rennin in the infant’s stomach a dense white 
coagulum which in part is passed on through the 
pylorus into the intestines. The casein has the 
property of powerfully stimulating the flow of 
alkaline succus entericus so that it determines an 
alkaline reaction in the intestines and an alkaline 
stool. It cannot from its nature undergo any 
fermentative changes and cannot give rise to such 
volatile fatty acids as result from the fermentation 
of fats and sugars. 

The use of whole milk in which the fat content 
is very low is therefore associated more often with 
constipation than with diarrhoea, but if a milk rich 
in fat be used there may be marked vomiting, colic 
I and flatulence with the frequent passage of bulky, 
formed stools. As a result of the alkalinity of the 
j bowel much of the fat of the milk is excreted in 
combination with calcium and magnesium as 
. soap, and this excess of soap gives rise to the 
! bulky, grey or white, formed stools, with alkaline 
| reaction, of infants fed upon cow’s milk. The 
casein curds in the intestine may undergo putre¬ 
faction and the stools may acquire a foul odour, 
but they cannot under any circumstances undergo 
fermentative changes. This property of the casein 
of raw cow’s milk of causing an alkaline reaction 
in the bowel and producing bulky alkaline stools 
may be made use of, as will be seen, in checking 
the acid fermentation of carbohydrate dyspepsia. 
The property is diminished or lost if cow’s milk 
is subjected to great heat. It is therefore less 
marked in boiled milk and in condensed or dried 
milk. It is diminished by peptonising milk, by 
the process of souring milk, and by greatly diluting 
milk. 

In infants fed upon food containing excess 
of carbohydrate the fermentative changes are 
encouraged. In all cases the changes probably 
are of the same nature—deficient secretion of 
hydrochloric acid in the stomach, excessive forma¬ 
tion of fatty acids which give rise to excessive 
stimulation of the peristaltic movements of the 
bowel, and excessive growth of those micro¬ 
organisms which thrive in the acid medium. The 
stools are watery, and contain excess of mucus, the 
colour is green, and the reaction acid. Both the 
vomit and the stools have a characteristic strong 
sour odour. 

It only remains to consider the composition of 
certain proprietary foods which may be of service. 

* 
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Condensed milk .— (a) Unsweetened condensed 
milk. There are many good brands of condensed 
milk to which no cane-sugar has been added. The 
milk has been subjected to intense heat, and its 
bulk reduced by the removal of water. By dilution 
with two or three times the volume of water a 
mixture is obtained which has approximately the 
composition of fresh cow’s milk. By subjecting 
milk to such intense heat many alterations are 
produced—ferments are destroyed, the combi¬ 
nations of the salts are changed, and the acidity 
falls. That property of fresh milk which prevents 
scurvy is destroyed. Most important of all, the 
coagulability with rennin is diminished, so that the 
curd formed in the stomach is less dense than with 
raw milk. 

Unsweetened condensed milk does not keep 
well. It goes bad when the tin is opened nearly 
as quickly as fresh milk, and should therefore be 
purchased in small tins, and the mother should be 
told to make use in other ways of any that is not 
used for the infant. 

(b) Sweetened condensed /nilk : The condensed 
milk supplied in shops to mothers in poor neigh¬ 
bourhoods is nearly always condensed milk to which 
cane-sugar has been added in great excess. It has 
approximately the following composition when 
diluted i in 8, that is to say, in a strength of 
a drachm to the ounce: Proteid 1*3, fat 11, sugar 
67 per cent. In greater concentration the excess 
of sugar becomes increasingly likely to produce 
diarrhoea and fermented acid stools. Many mothers 
among the poor habitually give the mixture in very 
much greater dilution with or without the addition 
of still further amounts of sugar or barley-water. 

Sweetened condensed milk, as will be seen, is 
very deficient both in fats and in proteids. It is a 
cheap form of diet because it is given in such 
great dilution, and because it keeps for a long time 
without decomposing. 

Dried milks .—There are now on the market 
several dried milks prepared by passing a thin 
sheet of milk over heated metals which converts it 
into a powder. When Glaxo, for example, is 
suitably diluted with water a mixture containing 
proteid 2*1, fat 2*5, carbohydrate 4-2 per cent, can 
be obtained. Dried milk resembles condensed 
milk in the fineness of the curd formed from it in 
the stomach. 

Patent foods. —In all the carbohydrate is in 


excess. Only those in which starch is absent 
are suitable for infants under six months. Some 
contain dried milk, and are to be diluted with 
water, some must be added to fresh cow’s milk 
suitably diluted. 

Allenburys’ No. 1 and No. 2 and Horlick’s 
malted milks are examples of dried milks to which 
soluble malted carbohydrates have been added. 
Diluted six or seven times they contain about 2 
per cent, of nitrogenous bodies and fat and 10 per 
cent, of carbohydrate. There is no starch present. 

Mellin’s food consists almost entirely of a mix¬ 
ture of dextrins and maltose to be added to 
suitably diluted fresh milk. The tolerance of 
many infants for such a mixture of maltose and 
dextrins is much greater than for a similar amount 
of cane-sugar or lactose. 

Savory and Moore’s and Benger’s foods contain 
starch, but each in addition contains a ferment, 
which is capable of converting some of the starch 
into maltose and dextrins when slowly heated with 
warmed milk. They are well suited for infants 
over six months of age. 

Cereal foods, in which there is practically no 
conversion from starch, such as Ridge’s food and 
Neave’s food, are useful for those children over six 
months of age for whom a second form of carbo¬ 
hydrate food is necessary. In some older children 
who thrive upon relatively large amounts of carbo¬ 
hydrate, the continued increase in the amount of 
sugar necessary as growth proceeds may ultimately 
produce dyspepsia. The tolerance of infants for 
sugar is much greater than that of adults. If, as 
is often done, a teaspoonful of cane-sugar is 
added to each of ten feeds of an infant weighing 
seven pounds, the additioh is equivalent, weight 
for weight, to the consumption by a grown man of 
about two and a half pounds of cane-sugar daily. 
In the latter months of infant feeding the high per¬ 
centage of carbohydrates sometimes necessary for 
growth and energy may be better attained by utilis¬ 
ing the increasing powers of the child for the 
digestion of starch. One of the cereal foods or 
baked flour may be added to the milk mixture, 
or the milk may be diluted with a gruel made 
from a standardised barley, oat, or wheat flour. 

Symptoms oj Dyspepsia due to Carbohydrate 
Over-feeding. 

As has been explained before, the symptoms 
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of dyspepsia from carbohydrate excess do not 
differ from those of attacks of dyspepsia due 
to over-feeding, to pyrexial disorders, to feeding 
with decomposing milk, or to disturbed and 
abnormal bacterial growth within the bowel. 
Although for the sake of clearness it is perhaps 
well to tabulate the causes of dyspepsia under these 
heads, from what has been said we are now in a 
position to realise that in all the symptoms are due 
to increased fermentative changes in the bowel 
which cause intense local irritation of its wall. 
The list of causes , which I gave at the outset, is 
only of importance because it shows the factors 
which predispose to this excessive formation of 
fatty acids. In most cases of dyspepsia more .than 
one such factor is at work. Over-feeding and 
carbohydrate excess often work hand in hand. 
Not only do infective disorders predispose to 
dyspepsia, but dyspepsia is itself the main cause of 
the lowering of resistance to these disorders. Not 
only does the abnormal multiplication of organisms 
within the bowel lead to dyspepsia, but dyspepsia 
is itself the cause of this undue and uncontrolled 
growth. In other words the development of 
intestinal bacteria is regulated by the condition of 
the intestinal contents, and abnormal growth of 
micro organisms takes place best in intestinal con¬ 
tents which are themselves abnormal in composi¬ 
tion and reaction. 

The symptoms of excessive fermentation are as 
follows : 

The curve of the weight ceases to ascend, or 
slowly descends. 

The temperature curve becomes irregular : there 
is great exaggeration of the normal small morning 
and evening variations. On the whole the tempera¬ 
ture tends to be raised above the normal. 

The child becomes pale and fretful, sleep is 
broken and fitful. The muscular tone is usually 
diminished, although in some infants fed for a long 
time upon an excess of carbohydrate a condition 
of hypertonus may be found. 

The true extent of the wasting of the child is 
sometimes not apparent because the body tends to 
retain a large amount of water. The blood is 
watery, and in chronic cases there may be puffiness 
or actual oedema bf the dorsum of the feet and 
hands. The extremities in such marked and 
prolonged cases are usually cyanosed and cold. 

The resistance to pyogenic infections of the skin 


and elsewhere sinks. Eczema, seborrhoea, furun¬ 
culosis and gangrenous ulceration of the skin may 
all occur in chronic cases, as well as the intertrigo 
under the napkin. 

The stools are acid to litmus, with an intensely 
sour smell. The colour is usually green. On 
spreading out the napkin a central green stain is 
seen, containing within it shreds of mucus and 
numerous scattered white or greenish-white flakes 
consisting of fatty acids, soaps, or neutral fats. 
Over a wide area beyond the green stain the 
napkin is soaked in the watery discharges from the 
bowel. 

The vomited milk is also intensely sour-smelling ; 
the casein has coagulated, and floats in small 
particles in a grey or bile-stained liquid. The 
vomiting is no mere regurgitation of unaltered milk 
but takes place after an interval. The stools are 
passed with considerable difficulty; whereas in the 
normal child the stool flows quietly and unnoticed 
from the anus, in dyspepsia the whole body of the 
infant is set into commotion, and the stools are 
emitted with great force and with an audible 
gurgling escape of gas. That the act is painful is 
shown by the infant’s cry. 

At times the abdominal wall becomes blown out 
from the accumulation of gas within the intestines, 
while loud gurgling sounds may be heard upon 
auscultation over the bow r el. In chronic cases 
the intestinal peristaltic movements may be visible, 
or it may be felt by placing the hand flat over the 
abdominal wall. The skin around the anus, the 
buttocks, the backs of the thighs, and in severe cases 
the back of the leg as far as the ankle—the whole 
area which can be brought by any manipulation of 
the limbs into contact with the anus—becomes 
reddened, eczematous and finally ulcerated. The 
spread of this dermatitis over the wide area indi¬ 
cated is aided by the painful restless movements of 
the infant’s limbs during the paroxysms of pain 
which accompany the passage of the stools. 

Treatment .—Raw undiluted cow’s milk from 
which the fat has been removed as cream is the 
most suitable food with which to begin because 
of its property of inducing an alkaline reaction in 
the bowel and because it does not readily undergo 
fermentation and break down into the fatty acids to 
which the symptoms are due. Children, however, 
even quite young infants, readily grow used to the 
sweet taste of food which contains much sugar, and 
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may in consequence for a time take unsweetened , 
cow’s milk very badly. In such circunr^tances a J 
little saccharin may be added to the milk. The j 
sixtieth of a grain of saccharin is roughly equivalent i 
in sweetening power to a teaspoonful of lactose, i 
During the first twelve or twenty-four hours nothing I 
should be given except boiled water or albumen- i 
water, sweetened, if need be, with a little saccharin. 
Infants bear such short periods of starvation well 
if two necessary conditions are fulfilled : first, ! 
they must be given a plentiful supply of fluid, 
secondly, the temperature must be kept constant | 
and high. 

After this fast of twelve or twenty-four hours, if 
the child is quieter, the meteorism less, the 
vomiting and diarrhoea less marked, feeding may be j 
begun with undiluted milk to which no sugar has ! 
been added, and from which some of the fat has | 
been removed as cream by skimming the milk. If 
perfectly fresh milk can be secured it is better not to 
boil it. During the first twenty-four hours of feeding, 
according to age four to eight ounces of this milk 
may be given, and the amount gradually increased 
until the total amount of milk suitable for the age 
of the child is reached. During all this partial 
starvation the need of the child for fluid must be 
met by giving boiled water or albumen-water 
ad libitum. When there is evidence that the increased 
fermentation is under control, that is to say when 
the stools become solid, alkaline and few in 
number, the milk may be given diluted, the 
skimming process omitted, and the carbohydrate 
gradually added. Probably the safest sugar to 
add is maltose, ora mixture of maltose and dextrins | 
such as Mellin’s food, because maltose appears 
less readily to give rise to the offending fatty acids. 
In older children Neaves’ or Ridge’s food, baked 
flour, or a gruel made from oat or barley flour may 
supply a part of the necessary carbohydrate. In 
any case the return to carbohydrates must be 
gradual and must be controlled by careful observa¬ 
tion of the infant, the stools, the weight, and the j 
temperature. Where the tolerance for carbohydrate j 
is found to be very small so that dyspeptic symptoms 
return with very small amounts of carbohydrate, an 
attempt may be made to replace some of the 
carbohydrate by an increase in the fat; one or two 
teaspoonfuls of cream or of cod-liver oil may be 
added to the total taken each day, and the result 
carefully noted. I f with prolonged administration of 1 


skimmed milk without added sugar the fermentation 
continues unchecked, the stomach and bowel should 
be washed out daily with a weak alkaline solution, 
and two or three minims of dilute hydrochloric 
acid may be given in water during feeding. With 
continued fermentation the danger of such damage 
to the epithelium of the bowel that symptoms of 
intoxication appear in addition becomes increas- 
ingly great. Very little is to be gained from the 
use of drugs. Opium i$ to be avoided in all acute 
cases, because while its use may put a stop to the 
diarrhoea and vomiting it has no action upon the 
process of fermentation, and any delay in the 
removal of the acid contents of the stomach and 
bowel is just what we desire especially to avoid. 
Small doses of calomel gr. J or gr. or of castor 
oil, mist. ol. ric. B.P. 5j, frequently repeated, may 
assist the process of evacuation of the bowel in the 
early stages. I^ater in chronic cases tannigen gr. j 
or small doses of tinct. camph. co. il\iij to viij or 
bismuth salicylate gr. v may be tried. 

There are few cases in which the use of a diet 
rich in casein, poor in sugar and fat, such as I 
have indicated does not suffice to produce im¬ 
provement. In many infants, however, the toler¬ 
ance for carbohydrates is so lowered that increase 
up to the amount necessary for growth and 
development results in a relapse. Such cases 
will be spoken of again when we come to 
deal with marasmus. The marasmic infant is one 
whose tolerance for food, either as a result of con¬ 
genital weakness, or more commonly as a result of 
numerous attacks of dyspepsia, is so lowered that 
a diet sufficient to produce growth always results in 
further dyspeptic symptoms. Just as a child after 
one attack of bronchitis or broncho pneumonia 
seems especially liable to further attacks, so each 
attack of dyspepsia in an infant seems to leave 
behind it a lowered tolerance for food and an 
increased tendency to relapse. 

The dermatitis which results from the contact of 
the acid stools with the skin of the buttock and 
thighs may be very difficult to allay. If no ulceration 
has yet taken place the parts should be washed with 
warm boric lotion, and dried, not with friction, but 
with gentle pressure through a thick, soft towel. 
Afterwards a powder of acidi salicylatis 3, starch 
10, talc 87 parts, or emol-keleet, should be dusted 
on. When recent ulceration is present, zinc or 
calamine ointment may be smeared over the whole 
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area, or in more chronic cases an ointment con¬ 
taining 4 grs. of resorcin to the ounce. Every 
effort must be made to keep the napkins dry and 
to prevent the stools from remaining in contact 
with the skin. Napkins must be washed thoroughly, 
not merely dried and reapplied, and if soda is used 
it must be removed by thorough rinsing in pure 
water. With improvement in the character of the 
stools healing is usually rapid. 

The severe and painful colic may be relieved by 
passage of a rectal tube, or by the application of j 
hot fomentations to the abdominal wall. Gentle 
massage of the abdomen with the palm of the hand^f 
well oiled is often helpful. Carminatives may be : 
tried. ! 


Symptoms of Casein Dyspepsia. 

Although a diet of undiluted cow’s milk may, as 
we have seen, be of considerable use as a temporary 
therapeutic measure, it is for many reasons ill-suited 
to form the usual diet of the healthy child. Asa result 
of teaching in France it has recently been widely 
recommended as a remedy for almost all disorders 
of infantile nutrition. In this country, however, 
those who hold this belief have combined their 
recommendation of undiluted milk with the advice 
that it is well to guard against the ill-effects of the 
excess of casein by adopting a suggestion of Sir 
Almroth Wright’s and adding to the milk a few 
grains of sodium citrate, with a view of making the 
curd less solid and more flocculent. No doubt the 
majority of infants under good hygienic surround¬ 
ings and with good nursing are well able to thrive 
upon a diet such as whole milk. Moreover, 
very many of the cases of infantile diarrhoea and 
vomiting seen in out-patient practice among the 
poor are due to excessive fermentation of the carbo¬ 
hydrates of the food, and such cases are well suited 
by a diet of undiluted cow’s milk for the time being. 
Yet neither of these observations should lead us to 
imagine that in undiluted cowis milk we have a diet 
which is invariably suited to an infant’s digestion. 
A very little experience will soon prove otherwise. 
The addition of sodium citrate is not the easiest 
way of preventing the formation of a bulky clot in 
the stomach ; simple dilution with water is at least 
equally efficacious. If whole cow’s milk is given it 
is well to remember that because of the concentra¬ 
tion of the diet the danger of over-feeding is all the 
greater. Feeds should be at four-hourly intervals 


1 


1 


1 


after the first two months of life, and five in the 
day should suffice. 

Undiluted cow’s milk compared with human 
milk is relatively poor in sugar, while the casein is 
in great excess; fat is present in large amounts in 
a proportion at least equal to that in hurpan milk. 
Infants fed upon undiluted cow’s milk rich in fat 
tend to pass stools which have a very characteristic 
appearance. They are grey or white in colour, and 
are formed into a definite mass so that they can be 
readily separated from the napkin. The reaction 
is alkaline. These stools are composed to a great 
extent of fat which has not undergone absorption. 
Fatty acids, neutral fat and soaps are all present, 
but especially there is a great excess of soaps in 
which the fatty acid is in combination with cal¬ 
cium and magnesium. Within these soapy stools 
traces of undigested casein may be discovered from 
time to time. The number of the stools may be 
increased, or it may be normal. Sometimes, 
especially when the percentage of fat in the milk 
is low from the absence of fermentation in the 
alimentary canal, there may be great constipation, 
so that the stools are passed in spall, hard grey 
pellets with great effort on the part of the child. 
With the passage of these alkaline-formed stools 
the child’s weight often becomes stationary, while 
the temperature tends to be subnormal. Colic 
and abdominal pain are common, and the abdomen 
may become distended with gas. Vomiting of 
curdled milk may be a marked symptom. The 
appetite may decline, but often it remains sur¬ 
prisingly good, so that a child of eight or nine 
months may take as much as two pints of milk 
without putting on weight at a satisfactory rate. 
Such children are pale, small and atrophied ; tl^e 
tone of the muscles is poor, and the movements 
sluggish. Fretful and unsatisfied when awake, 
their sleep is disturbed and fitful. Seborrhcea of 
the face and scalp seems unusually common. 

Treatment .—In these children, although they 
are unable to digest excessive amounts of casein 
and fat, the tolerance for carbohydrates is usually 
unimpaired. The treatment is therefore to in¬ 
crease the dilution of the milk, to diminish the 
bulky casein clot, to diminish the intake-of fat, 
and to increase the intake of carbohydrate. 

If simple dilution of the milk and addition 
of sugar is not sufficient, it may be necessary to 
abandon for the time being the use of ordinary cow’s 
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milk altogether, and to substitute a whey, cream 
and sugar mixture, or a mixture of peptonised milk, 
soured milk, or butter-milk with added sugar. If 
such a change is made it should be carried out gradu¬ 
ally by the substitution first of one feed and then 
of others by the new mixture, while the effect upon 
the infant, the stools, the temperature and the 
weight is carefully watched. In other cases the 
modification which is wrought in the character of j 
the casein by the subjection of the milk to great 
heat may be made use of with complete success. 
The curd of condensed milk or of dried milk in j 
powder has lost much of the peculiar bulkiness of 
the casein, and its use is not so liable to be 
followed by vomiting of curd, colic, flatulence, and 
the passage of large alkaline stools. In yet other 
cases, especially in very young infants, a dried 
milk with' added malted sugar, such as Horlick’s 
malted milk or Allenburys’ No. i, may meet with 
success. In any case, after some weeks a gradual 
return to a diluted milk with added sugar or extract 
of malt and cream should be instituted. 

In discussing these two opposite types of dis¬ 
order, dyspepsia from carbohydrate excess, and 
from casein and fat excess, it is well to realise that 
neither necessarily follows upon a diet which errs | 
in the direction indicated. There are many 
children who thrive upon cow’s milk which is not 
diluted at all, and to which nothing is added, and 
there are many children who do well for the time 
being upon a diet in which there is great excess of 
carbohydrate, although upon such a diet the later 
development of rickets is very probable. Yet when 
disorder of digestion does occur it is commonly of 
the nature indicated. It is important to realise 
the difference. To prescribe extract of malt, useful 
as this preparation is, to an infant which is already 
suffering from the effects of excessive carbohy¬ 
drate fermentation, or to give cream or cod- 
liver oil to an infant whose standstill of weight 
is due to casein and fat dyspepsia, is to cause 
a grave danger of serious illness. Lastly, in 
one more particular, what I have called casein 


A DEMONSTRATION OF SURGICAL 
CASES AT THE POLYCLINIC. 

By H. A. T. FAIRBANK, M.S., F.R.C.S., 

Senior Surgeon to Out-patients, Hospital for Sick 
Children, Great Ormond Street; Orthopaedic 
Surgeon, Charing Cross Hospital. 

Ladies and Gentlemen, —The first case I want 
to show you this afternoon is one of congenital 
deformities of the legs. This child is a little over 
two months old, and she came up to the hospital 
in Great Ormond Street with the legs flexed up in 
front of the abdomen. The child had evidently 
been lying in utero with the hi( 5 s flexed and the 
I legs fully extended—in fact the knees were over- 
! extended. She has the condition which is called 
genu retrorsum. The feet lay beside the head. 
The legs are now gradually coming down, but the 
hip-joints cannot yet be fully extended, and the 
knees can only be flexed to a slight degree. The 
peculiarity about the right leg is that it is externally 
rotated. You see here the inter condylar notch, 
which is looking directly inwards. The left leg is 
in the ordinary position, extended straight up. I 
can feel the patella on the left side, but the right 
one I cannot make out. In these cases the knee¬ 
caps are often diminutive, and in this child only 
one can be made out with certainty. But the 
deformity of the right leg in this child is a very 
complicated one because of this twisting outwards. 
VVe thought the right hip was dislocated backwards, 
but this does not seem to be the case. It was 
: rather difficult to get an X-ray photograph, but 
j I)r. Ironside Bruce managed to take one, and it 
shows that the hips are not out of place. In 
addition this left foot is a little turned outwards, 
that is to say it"exhibits congenital valgus, while in 
the right there is congenital talipes equino-varus. 
We are trying to get rid of this latter deformity by 
J degrees. The first thing we did was to divide the 
tibialis anticus of the right side and wrench the 


dyspepsia and carbohydrate dyspepsia are in con¬ 
trast : while the former is not likely to lead to 
intoxication, any child in whom an acid fermen¬ 
tation is uncontrolled is in danger of developing 
symptoms of intoxication, with the result that the 
clinical picture of so-called summer diarrhoea is 
produced. 

May 20 th t 1912. 


foot outwards; later on we shall divide the tendo 
Achillis and bring the foot up. I prefer to over¬ 
come one portion of the deformity first, and when 
this can be easily and fully over-corrected I tackle 
| the remaining distortion. At the same time we 
have had the knees flexed gently but firmly every 
l day, so as to obtain further flexion day by day. 
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The legs are held in as flexed a position as possible 
by means of this soft iron splint, which can be 
bent into any required shape. With the knees 
well flexed we fasten the splint on in the way I 
show you. The splint is somewhat more bent j 
than the knee, so that when the bandage is 
applied the splint exerts a gentle force to further 
flex the joint. 

I use a soft iron splint on the outer side of the 
leg to overcome the varus. We had this special 
splint made to lie behind the knee, but to the 
outer side of the foot and the ankle. More usually 
when children have extended legs in utero , the 
feet are not in the position of equino-varus, but ! 
calcaneo-valgus, or simple calcaneus. That is very 
much more easily overcome. You rarely have to 
tenotomise for calcaneo-valgus; you simply mani- j 
pulate the foot every day to try and bring it down, | 
and you hold it in the improved position with a j 
splint. On the other hand a large number of 
the cases of equino-varus need division of I 
tendons, etc. 

j 

Osteo-myelitis ; Diminished Growth of Tibia ; 

Talipes Varus . 

The next patient is a girl set. a little over eight 
years. She has had her knee recently operated 
upon and therefore we cannot see quite as much 
as we should like. I want to show you this ankle. 
She came to Great Ormond Street Hospital four j 
years ago with multiple osteomyelitis affecting 
various bones—the right hand, in which you can 
see these scars, the left leg, and the upper end of j 
the left humerus, and she also had an abscess I 
under the skin of the occipital region. She also 
had an abscess in the lower end of this tibia on 
the right side, and apparently another in the upper j 
end. With one exception the abscesses all began 
in the bone, /. c . acute osteomyelitis. But in spite [ 
of these many abscesses she managed to get well. 
Many patients with these pySemic conditions suc¬ 
cumb. But this child got perfectly well for a time. [ 
She had large masses of the shaft of this left tibia 
removed, and also bits of bone from the humerus 
and right tibia, while it was found necessary to j 
amputate the right second finger. The condition 
began in March, 1908, and she got well before the j 
end of that year. She remained well for nearly 
two years. Then, without any sign of illness or | 


any abscess in the interval, the old trouble in the 
left tibia suddenly flared up again. Evidently 
some infection had been lying dormant all the 
time without showing signs of its presence, and 
when she became run down in general health the 
whole condition burst out again. You will find 
that these sudden exacerbations and recurrent sub¬ 
periosteal abscesses are not uncommon in these 
cases. This sort of thing often goes on until the 
affected bone has finished growing. I have known 
it go on to twenty-two to twenty four years of age, 
but I think it usually ceases at that age. A bone 
which has been the seat of these recurrent abscesses 
apparently gets well and after a time another abscess 
forms, and this sort of thing may go on so long as 
the bone continues to grow. The particular interest 
about this child is that the inflammation has inter¬ 
fered with the growth of the tibia on thfc left side, 
so that the foot is turned inwards. The left tibia 
is much shorter than it should be, whereas the 
fibula on the outer side has grown to its normal 
extent. The external malleolus has curved inwards 
and the foot is turned in. We have to consider 
very carefully what we can do for this leg, because 
she is only eight years of age now, so she has 
many more years yet in which the bones should 
grow, and the tibia will continue to lag behind 
while the fibula will grow normally. For this 
reason we know the inversion of that foot will 
become wQrse and worse. She was in the hospital 
in September last with a view to having something 
done for the deformity; an unfortunate outbreak 
of scarlet fever in the ward necessitated a post¬ 
ponement of the treatment. When she came in 
again the other day we found she had some pain 
and tenderness below the left knee, while a skiagram 
revealed an abscess in the tibia. It is two years 
since she had any abscess. So you see after two 
years, again there has been a re lighting up of the 
old disease. We had to open up the knee abscess, 
and leave the ankle alone for the present. The 
organism which was found in the original operation 
I have no record of, but the organism found in 
the last operation was the Staphylococcus albus . 
Staphylococcus aureus is the usual infection in 
these cases, and it may be that this child owes her 
life to the fact that the organism was the albus and 
not the aureus y for the latter is much more virulent 
than the former. Probably the albus organism 
had been lying quietly in the bone during these 
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two years, and when she became run dow r n in 
health the condition flared out again. She was 
certainly looking very seedy when she came in. 
The question arises, What is to be done for the 
deformity of the ankle ? It is not an easy question 
to decide. But one may refer to one or two other 
cases which have a bearing on the question. If 
the disease were in the radius, we should take out 
the lower epiphysial line from the ulna and check 
its growth. You can get along well with.a short 
forearm, but it is not so easy to manage with a 
short leg. So we cannot take out the epiphysial 
line of the fibula in this child. I have here an 
X-ray photograph of a case in which the radius 
did not grow properly. This deformity of the 
wrist is called Madelung’s deformity, and it is 
probably due to injury to the epiphysial line of the 
radius, arid the consequent interference with the 
growth of the bone. The hand remains in contact 
with the radius, while the ulna grows normally and 
soon appears to be too long. Dorsal dislocation 
of the lower end of the ulna is the usual diagnosis 
made. The radius in this case, you can see, is 
distinctly shorter than it should be. In the boy 
from whom this skiagram was taken I cut out the 
epiphysial line of the ulna together with a little 
extra piece of the shaft so as to correct the 
deformity which existed at the time and to pre- I 
vent its recurrence. I saw him two years after 
the operation, and he had a very good wrist. To 
come back and speak of the ankle-joint, there is 
a class of case similar to Madelung’s deformity, 
and also due to traumatism applied to an ] 
epiphysial line. Here are two X-ray photographs \ 
which show the resulting deformity. You can see « 
in the skiagrams the obvious distortion of the lower j 
epiphysial line of the tibia, which resulted partly 
from the injury and partly from the deficient 
growth caused thereby: the fibula, going on 
growing, has gradually turned in with the foot. 
In one of these cases which was under my care, 
that of a boy, aet. 13^ years, I osteotomised the 
tibia and wedged the crack open with an instru¬ 
ment until the articular surface was horizontal, and 
the foot came into a straight line with the leg. 
The fibula bent as the deformity was corrected: 
there was no need to divide it. I put in a plate 
and two screws to preserve the gap in the tibia 
. while it was being filled up with new bone. The 
lower end of the tibia unites at about eighteen 


years of age, and therefore, as he was only 
thirteen and a half years of age when operated 
upon last year, he still has some years to run 
before growth ceases. Therefore we may have 
to do the operation again. There was a choice 
between leaving the deformity to get to its worst 
before operating, and operating immediately, with 
the prospect of probably having to operate again 
later, as the chief cause was still at work. His 
condition is very good so far, but by the time he 
is eighteen he must have another operation. ' 

With regard to this child, here is a print of the 
upper end of the left tibia, and it shows an abscess 
in the centre of the bone which I opened the other 
day. That is after two years without any acute 
trouble of any kind. This plate of the ankle 
shows a condition which is not unlike the radio¬ 
grams of traumatic deformities of the tibia which 
; I have shown you. The epiphysis and epiphysial 
I line are distorted and bend upwards on the inner 
I side, on account of the injury to the epiphysial 
| line inflicted by the acute osteomyelitis. We 
shall have to try to do some operation similar to 
that which I did on the boy with traumatic injury 
to his epiphysial line. But here we have not so 
much solid bone to deal with. I daresay the 
question of infection may come in. As she has 
some Staphylococcus albus infection in the upper 
end of her tibia she may also have some in the 
lower, and when I put in a plate and screws they 
may become infected. If this does occur I shall 
be inclined to blame the child and not my tech¬ 
nique, provided the infection is the same, i. e . is 
due to the Staphylococcus albus . I shall not 

operate for the deformity till the abscess in the 
bone has healed and the child has been away to 
a convalescent home. The traumatic cases are 
worth keeping in mind because the injuries which 
produce them are not always severe; they result 
from such accidents as falls on the feet, or sprained 
| ankles—something which is liable to be thought 
1 little or nothing of. But in the course of a few 
months or a year or two deformity gradually 
develops. The injury is not usually sufficient 
to produce complete separation at the epiphysial 
! line, but only to damage its chief function, which 
is that of adding to the diaphysis. In all these 
cases of injury to, or in the neighbourhood of, joints 
in children and adolescents it is advisable to have 
X-ray photographs taken. 
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Obstetric Paralysis: Operation on the Brachial 
Plexus ; Subspinous Subluxation of the shoulder- 
joint\ 

Next I want to show you three cases of 
paralysis of the arm—three different kinds. This 
boy came up to hospital when he was eight months 
of age, in 1906, with paralysis of the right arm 
which dated from birth. The labour was an 
instrumental one. He had had his arm rubbed 
and treated by faradism since he was six months 
old. He could use the deltoid muscle a little but 
he did not seem to have much power in his wrist. 
He had the characteristic position of the arm which 
we associate with injury to the brachial plexus 
during birth, /. e. the arm hung by the side with 
the elbow extended, the humerus rotated in fully, 
and the forearm hyper-pronated, with the palm 
looking outwards. There js one patient here to¬ 
day, whom I will show you presently, with this 
condition. The injury is usually caused by forcible 
deviation of the head over to the opposite side 
while the shoulder is held down or depressed, so 
that there is a pull on the brachial plexus, 
particularly on the upper fibres, which are the most 
oblique. The fibres of the fifth and sixth cervical 
nerves, being the highest and most oblique, are 
particularly liable to injury. Sometimes there is 
a definite history of trouble with the delivery of the 
shoulders in these cases. Sometimes, on the other 
hand, the damage occurs with a breech presenta¬ 
tion. The usual nerves to be affected are either 
the fifth alone or both the fifth and sixth, and the 
muscles usually paralysed are the deltoid, the 
spinati, the biceps, brachialis anticus and supinator 
longus. Therefore these patients cannot bend the 
elbow, abduct the arm nor supinate. Sometimes 
the extensors of the fingers are also affected. 
These particular muscles can be affected by injury 
of the fifth nerve only. The sixth nerve is a sort 
of “ odd man out,” assisting the other nerves in the 
supply of muscles, but, as a rule, it does not pro¬ 
vide the sole nerve supply to any one muscle, 
whereas the fifth nerve undoubtedly does. When 
this boy came up he had widespread paresis of his 
arm rather than definite paralysis, which suggested 
a diffuse lesion of the plexus rather than a complete 
division of the fifth or other nerve. With regard 
to the electrical reactions, there was no response to 
faradism in the infra-spinatus nor in the supinator 


! 

I 

longus, but the deltoid gave a very feeble response, 
as did also the biceps. The extensors and flexors 
of the wrist were very feeble; the serratus and 
! trapezius gave a brisk response. He was eight 
months old, and in spite of faradism and massage 
he had not improved, so I decided to operate on 
the brachial plexus. I cut down where you see this 
faint scar. When I operate on the neck, whenever 
: possible I make the incision obliquely, in or 
1 parallel to the creases of the neck. When the 
wound is closed with a subcuticular thread stitch 
the resulting scar is hardly visible. I exposed the 
j plexus and found the whole thing a mass of scar- 
I tissue The whole plexus had apparently been 
| injured, so I proceeded to dissect it out. I found 
| it necessary to drill the clavicle in two places and 
divide it before I could reach healthy nerves below 
j the scar-tissue. I found healthy trunks above and 
proceeded to try and trace the plexus fibres through 
! the scar-tissue. I cleared the fifth and sixth and 
| their branches and was proceeding with the seventh 
when I heard a whistle of air, which meant that I 
I had opened the pleura, to the dome of which the 
j seventh nerve was closely adherent. The child 
was young, and as he had already had an hour's 
i dissection I thought he had had enough, so I 
closed the wound, after wiring the clavicle. The 
puncture in the pleura did no harm, though it was 
quite impossible to close it. I had done nothing 
! but dissect out these nerves, yet three years later 
I there was a reaction to faradism in the muscles 
! which were paralysed before the operation. Pro¬ 
bably these muscles were recovering by themselves, 
j and would have reached their present condition if 
I had not operated at all. 

1 But a further condition is to be seen in this boy, 
for he has now a posterior subluxation of his 
i shoulder-joint. This is the condition to which 
I particularly want to call your attention, because 
these obstetric paralyses or birth palsies turn up 
every now add then in the practice of every one of 
I us. You see the position of this boy's arm. It is 
that of a sub-acromial or sub-spiuous dislocation : 
it is slightly flexed, abducted, and rotated in. You 
see I cannot rotate out his right arm further than 
this. The other arm I can turn out to the full 
extent. If you feel his right shoulder-joint you 
will find at the back, beneath the angle of 
the acromion, a lump, which is the head of the 
humerus, whereas on the left side there is the 
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normal hollow in this situation. This is a very 
common condition after birth injury to the nerves. 
Since I became aware of the importance of this 
displacement two and a half years ago I can hardly 
find one case of “ birth palsy ” without it. I have 
now seen twenty of these cases, largely owing to 
the generous way in which some of my colleagues 
at the Hospital for Sick Children have sent their 
cases on to me. Royal Whitman, who is respon¬ 
sible for calling attention to this subject so far as 
I am concerned, says the cases are usually put 
down as congenital dislocations, but they are 
really subluxations backwards, secondary to ante¬ 
cedent paralysis. There is paralysis of the external 
rotators, and secondary shortening in the internal 
rotators. Flexion forwards of the arm by con¬ 
traction of the pectoral and recovering deltoid 
is resisted by the contractured subscapularis, so 
that the movement takes place, not with the head 
as a centre, but from the insertion of this muscle 
into the lesser tuberosity. As a result the head is 
tilted backwards and downwards. At any rate this 
gradual migration of the head towards the posterior 
aspect of the joint does occur, and the only means 
of getting it forwards into place is by rotating the 
arm forcibly outwards—of course under chloroform. 
And this is what Royal Whitman does. He levers 
the arm backwards in this way, and rotates it 
forcibly ; in fact he overcomes the displacement 
very much in the same way as one tackles a con¬ 
genital dislocation of the hip. I have tried this 
method' several times, and although I have dealt 
with many hips and have become accustomed to 
using force, I have never dared to use enough 
force to get a satisfactory replacement of the 
shoulder. I prefer to cut down—(and that is 
what we may have to do in the case of this boy) 
—open the front of the joint and divide the 
anterior bands of the capsule and the sub¬ 
scapularis muscle. When this is done the 
humerus can be rotated out and the head comes 
forward into the joint at once. You must remember 
we are not talking of a traumatic dislocation, but 
of a direct posterior subluxation. As soon as you 
externally rotate the humerus, the head comes 
forward into its proper place. This boy’s shoulder 
is not so fixed as many of them are. I can push 
the head forward now and slide it nearly into its 
proper position. Whitman’s idea, and a perfectly 
sound one, is that the shortening and contracture 


of certain muscles about the shoulder-joint, together 
with adhesions in the joint and changes in the 
capsule, partly the result of the original traumatism 
j and partly secondary to the paralytic condition, 
combine to limit very considerably the movements 
of the joint. Though the damaged nerve-fibres 
recover completely, the muscles cannot regain 
their full function, because of the fixation of the 
joint. The boy never uses his right hand, because 
he cannot put out his hand in front of him 
! with the palm upwards. But if you. give him 
external rotation at the shoulder he will use the 
arm and rapidly work up the biceps and other 
muscles to something approaching the normal. 
Fixation of the limb with the humerus rotated 
right out for three months must be followed by 
daily manipulations and massage to prevent relapse 
and restore function. The lesson to be learnt from 
these cases is that in birth palsies the thing you 
must particularly pay attention to is the preserva¬ 
tion of full external rotation of the arm : do not 
let the limb get fixed in a position of internal 
rotation. Tell the mother to manipulate the arm 
outwards daily, and in that way I hope you will 
prevent this deformity. There are many cases like 
this, but not many with a history of palsy which 
you can depend upon as a commencement. I 
j have seen the nerves of this particular boy and 
therefore I know he had “ birth palsy.” 

, Obstetric Paralysis ; Birth Palsy . 

i Here is another child who was only twenty-four 
hours old when first seen, some three weeks ago. 
| The right arm was found to be paralysed and 
hanging in the characteristic position. It is a 
second child, and was born with the head pre- 
| senting. No instruments were used at the birth, 

, but there was great difficulty with the shoulders 
i after the head was born. That statement was 
| volunteered; it was not solicited. The charac¬ 
teristic muscles of the Erb-Duchenne group were 
paralysed, or at any rate paresed. The child’s 
arm hung limp, and rotated in. Most of these 
cases of birth palsy get well with massage, etc. 
j But the trouble is that very many get hampered 
j by the subluxation of the humerus which occurs 
I before recovery is complete. This child shows a 
distinct tendency to get better. Many of these 
children recover in a few days. 

I want to show you a splint which I put on 
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these cases. The first principle in treating paralysed The deltoid is supplied by the fifth nerve, and it is 


muscles is relaxation. If you want a muscle to 
recover you must prevent it from being pulled upon. 
The nerves may recover, but the muscles supplied 
by them cannot if they are being stretched. If, in 
infantile paralysis, for instance, there is dropped 
foot, nothing can make the shin muscles recover 
if they are kept on the stretch. So we put this 
child on to a malleable iron splint, which holds the 
arm well up in the air, while it relaxes the para¬ 
lysed muscles, which are the deltoid, spinati, the 
flexors of the elbow, and the supinator longus. 
The limb is taken down twice or three times daily 
for rubbing etc., and especially for manipulation out¬ 
wards, to prevent shortening of the subscapularis. 
It is simply a T-shaped splint of malleable iron, a 
square with a long narrow piece Tivetted to it with 
some padding attached on one surface. The splint 
is roughly moulded to the shape of the chest and 
the raised arm, and attached with webbing straps 
and buckles. I do not like to bandage the arm all 
the way up, because if this is done the paralysed 
muscles are compressed unnecessarily, and that 
does not favour their recovery. In all apparatus 
which is intended to hold limbs when they are 
paralysed you should avoid the use of bandages 
except at the joints; bandaging a limb to a splint 
from top to bottom is both unnecessary and harmful. 
Jones, of Liverpool, has repeatedly insisted upon the 
importance of avoiding stretching of a paralysed 
muscle. The essence, therefore, of the treatment 
of paralysis lies in the fixation or control of joints. 
I think this child is recovering rapidly. 

Infantile Paralysis of the Shoulder . 

Here is a child with paralysis of the arm similar 
to the others, but of different origin. This came 
on after an attack of scarlet fever, and was 
apparently due to acute anterior poliomyelitis. It 
began when the patient was ten months old, and 
the child’s age is now four years. The child was 
sent home from the fever hospital with the arm 
paralysed. There is no subluxation of the shoulder, 
but there is paralysis of the deltoid and (?) of the 
pectoralis and supinati. The biceps is all right; 
it is the deltoid which is chiefly paralysed, and 
that is apparently completely paralysed. On this 
child also I have a splint, similar to the one you 
saw on the little baby just now, to relax the deltoid 
muscle. The pectoral muscle is very feeble indeed. 


said you can isolate the fibres going to the deltoid 
and spinati from the rest of the nerve (Harris and 
Low). I have tried to do this, but without success. 
In a case of infantile paralysis I split the fifth 
| cervical nerve in the way suggested, and found 
that direct electrical stimulation of the two halves 
of the nerve gave a precisely similar result, viz. 

I contraction of the biceps of equal vigour; there 
| was no difference in the two. As the biceps had 
some voluntary power in it and I did not want to 
destroy this, I left the nerve alone. These cases 
of infantile paralysis of the arm do badly—that is 
, to say when recovery is not rapid the case does 
badly. If air arm muscle is paralysed for a few 
months after the onset, I think it is the rule for it 
I to be paralysed for the rest of life. I am not very 
* pleased with the results of nerve-grafting operations 
in these and similar cases. The only good result 
I I have obtained from operations on the plexus in 
' cases of birth palsy was in a case in which I found 
j the fifth and sixth nerves torn clean across. In 
that case I performed a “secondary suture” after 
| excising small portions of the torn ends of the 
| nerves, and I have obtained recovery to the extent 
of obtaining response to electrical stimulation in 
muscles which had previously been completely 
| paralysed. But the suturing of a divided nerve 
I into a slit in another nerve has not produced 
I brilliant results in my hands. 

Fihro-sarcoma of Upper Jaw . 

, Here is a woman, jet. 52 years, who in 1905 was 
operated upon and had the left upper jaw removed- 
1 for a 1 growth involving the greater portion of it. 
'Fhe whole upper jaw except the orbital plate was 
removed. The tumour was said to be a sarcoma. 
Everything went well until December, 1909, that is 
i to say nearly five years later, when I saw her; she 
j was complaining of a lump which had appeared in 
front of her left ear two or three months previously. 
The cheek had been aching a good deal, especially 
after talking and eating. There was no general 
wasting, but the lump was becoming definitely 
larger. The old notes which I found stated that 
the tumour was growing in and filling the left 
antrum. Although the outlook was poor, I turned 
the cheek flap out, the usual one for excision of the 
upper jaw, and removed the malar, zygoma, and a 
large mass of growth, which on section was found 
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to be fibro-sarcoma. She was all right then for two 
years, but in February this year, that is, two months 
ago, she came back complaining of a lump. She 
has had a good deal of pain. She now has a large 
mass which is filling the cavity in the mouth left 
by the previous operations. The left tonsil and 
the lateral wall of the pharynx are pushed in by 
growth, and there is a large mass in the temporal 
region which you can see at a distance. It is very 
soft and practically fluctuating. The mass in the 
mouth is somewhat pedunculated. There were no 
enlarged glands when 1 last saw her a week or two 
ago. I am afraid the case is inoperable now. 
Her condition is becoming worse and the lump in 
the mouth is now sloughing. These fibro-sarcomata 
are usually found to increase in malignancy as a 
result of imperfect attempts at removal. If you 
operate on one and fail to entirely remove it, the 
so-called recurrence is usually of more rapid 
growth than the original mass, and*if you again 
operate, the next recurrence will grow still more 
rapidly. 


I 


Cerebral Diplegia ; Lengthetiivg of both Tendirics 
A chillis. 


This next patient has a characteristic spastic 
gait. She is a girl, aet. 13 years, and is the 
subject of cerebral diplegia. It came on at two 
years of age, when she is said to have had paralysis 
of the left arm and leg; she now limps on the left 
leg. In the absence of a definite history we cannot 
say for certain whether the condition of the limbs j 
is due to mal-development of the brain, injury at j 
birth, or polio-encephalitis at the age of two. • 
Cases arising at birth are often overlooked for 
many months. At any rate there is certainly 
deficiency in the cerebrum now, which has affected 
the left arm and both legs. These uncontrolled 
associated movements which you observe are 
characteristic of this trouble. You will notice 
that when I ask her to lift one limb she moves 
all her limbs. Her knee-jerks are excessive. She 
came to me first walking on her toes. I lengthened 
her tendines Achillis on both sides. Now she no 
longer walks on her toes, nor does she walk on her 
heels. The latter is a not very uncommon result 
of lengthening of these tendons in spastic cases. 
By lengthening the tendo Achillis you hope to 
restore the equilibrium between the anterior and 
posterior muscles of the leg. These patients can 


walk with much greater ease after the operation. 
Much greater care is necessary in lengthening the 
tendo Achillis in a spastic case than in the common 
acquired equinus due to infantile paralysis. If 
you overdo it spasmodic contraction of the tibialis 
anticus supervenes, and the child walks on his 
heels. A point about these cases is that there is 
often no fixed deformity at all. Firm pressure for 
a few minutes will entirely correct the drop-foot in 
many. In others, although you can overcome the 
spasmodic contraction of the calf muscles, there is 
also some real shortening of the muscles, and you 
cannot raise the feet to their normal extent above 
a right angle. But great improvement is brought 
about by elongation of the tendo Achillis in either 
case, so long as the lengthening is not overdone. 
With regard to exsection of small portions of the 
adductors, hamstrings, etc., in the cases with marked 
adductor spasm and flexion of the hips and knees, 
the very greatest care is necessary in the after- 
treatment if anything approaching a satisfactory 
result is to be obtained. This child is only 
slightly affected mentally, but she certainly is 
not quite normal in that respect. 

Congenital Dislocation of Left Hip; Reduction ; 

Result two and a half years later . 

The last case is one of congenital dislocation of 
the hip in a girl, and I bring her here now to show 
you the result of treatment. You will see that she 
has no limp at all. The only peculiarity about the 
case is that the leg which was dislocated is now 
the longer of the two, and for that I have no 
explanation to offer. She was treated by the 
Lorenz method, that is to say by using the hands 
only, without any cutting operation. She was put 
into plaster in the Lorenz position, like a frog, for 
six months. Then she was allowed to run about 
without the plaster. She has now an anatomical 
cure and very good function. Qne generally finds 
that although there is a perfect anatomical result, 
and very good function, the affected leg is slightly 
shorter than its fellow. This is due to shortening 
of the whole limb, and cannot be helped. The 
operation on this child was done in November, 
1909, that is to say two and a half years ago, when 
she was three years oljL I show you skiagrams 
taken before and immediately after the operation, 
and a third taken last month to show the present 
condition. 

May 20 th , 1912. 
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A LECTURE 

on 

SO-CALLED DELAYED CHLORO¬ 
FORM POISONING. 

Delivered at the Hospital for Sick Children, Great Ormond 
Street, W.C., Thursday, February 15th, 1912. 

By EDRED M. CORNER, M.B., M.C., 
F.R.C.S., 

Surgeon to the Hospital, and to St. Thomas’s Hospital, etc. 


I would remind you that this hospital has not 
only for its object the treatment of sick children, 
but has also the business of trying to advance our 
knowledge of children’s illnesses. In consequence, 
and at the present time, investigations are being 
made in the condition of so-called delayed chloro¬ 
form poisoning. The first thing to ascertain was 
the amount of material on which to base an inquiry. 
The examples resolve themselves into fatal and 
non-fatal cases. Of the fatal cases of so-called 
delayed chloroform poisoning thirteen in number 
were found. One fatal case was after manipu¬ 
lations for congenital dislocation of the hip. Three 
cases occurred after an anaesthetic was given for 
the operation for the radical cure of inguinal 
hernia. There was one case after an anaesthetic 
for the removal of tuberculous glands of the neck. 
There were two cases after, the operation for the 
removal of the appendix. There was one after 
an operation for mastoiditis. There was one case 
after the operation for psoas abscess, and three 
recent examples of the fatal incidence of “ delayed 
chloroform poisoning ” after the removal of tonsils 
and adenoids. Indeed, after perhaps the most 
common operations, removal of tonsils and 
adenoids, the radical cure of inguinal hernia, or the 
removal of the appendix, these cases of “ delayed 
chloroform poisoning ” occurred. This shows of 
what very great importance the subject is. Be- 
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sides these fatal cases, we have learnt to recognise 
a far larger number of non-fatal cases. So that the 
material at our disposal consists of thirteen fatal 
cases and a large number of non-fatal cases. 
Having thus premised the object of this lecture 
and the materials on the study of which it is based, 
I will briefly indicate to you what the condition 
itself is. 

The symptoms, present in a greater or less degree 
in all cases, were vomiting which began at a variable 
time after operation, mental irritability even 
amounting at times to delirium, inability to eat or 
drink, air-hunger, collapse, as evidenced by a rapid 
feeble and intermittent pulse, an ashen colour of 
the face and sunken eyes, convulsions, Cheyne- 
Stokes’ breathing, and later on, coma. The bowels 
as a rule were open. In severe cases diarrhoea was 
present. Acetone was always present in the breath 
and in the urine. The temperature was elevated, 
between ioi° and 105° F., in all cases, with a 
tendency to sudden rise of temperature before 
death, the preagonal rise, in one case amounting to 
107 *6° F. Two of the fatal cases showed evidence 
of slight broncho pneumonia at the bases, but this 
was probably a condition occurring just before 
death. The symptoms in the cases which recovered 
and in those which died were similar, except in 
severity. At times these cases vary a great deal, 
the children sometimes appearing to be recovering, 
when vomiting would suddenly commence again, 
and the child would die in a few hours. In other 
cases, the child being extremely ill and apparently 
about to die, the vomiting would cease without any 
apparent reason, and the child from that time 
onward would mend. It will be seen from the 
description of the illness in these children that it is 
extremely difficult to give a reasonably accurate 
prognosis. From the amount of acetone in the 
urine it was found that no prognosis could be based. 
With regard to the general symptoms, again it was 
very difficult to give a prognosis, because there is 
no doubt that in cases which are doing well, if they 
suddenly begin to vomit again the vomiting starts 
a reflex vagus inhibition of the heart and they die 
of cardiac failure. It is impossible to predict the 
incidence of the sickness, and it is consequently 
impossible to give an accurate prognosis. It was 
noticed that if in the early stages there was plenty 
of sickness (excretion of toxins) followed by ces¬ 
sation of the sickness, the general symptoms very 


rapidly improved. Similarly it was found that if 
the bowels were well open (/. e. poisons removed) 
at the beginning, the general symptoms improved ; 
but if the activity of the bowels went on to diarrhoea, 
then the prognosis was bad, the progress of the 
cases seeming to bear a distinct relation with regard 
to the action of the bowels or the sickness, 
suggesting that by means of the sickness or the 
action of the bowels the patient was getting rid of 
some of the poisonous matter or matters. Beyond 
that I do not think there is anything particular to 
be said with regard to the prognosis, with the 
exception that a sudden rise of temperature fre¬ 
quently denoted that the child was about to 
succumb. Then with regard to the treatment 
which was pursued in these cases. In all the cases 
glucose and bicarbonate of soda were given freely. 
Glucose was given by the mouth, one drachm three- 
hourly, by the rectum half an ounce four-hourly. 
Or if the child had vomiting and diarrhoea and the 
substance could not be given by the mouth or 
rectum, it was given by subcutaneous injection 
of a 2§ per cent, solution of glucose, between six 
and ten ounces being used at a time. Bicarbonate 
of soda was given by the mouth m doses of ten to 
twenty grains every six hours, by rectum thirty 
grains every six hours. If it was given subcuta¬ 
neously it was given in a 2b per cent, solution. If 
the administration of these drugs and food by the 
mouth was impossible, nasal, rectal or subcutaneous 
“feeding” was attempted, particularly the rectal 
injections of large quantities of saline solution. 
Fluids were given constantly by the subcutaneous 
or intravenous method. Continuous inhalation of 
oxygen was employed. A variety of drugs was used, 
amongst which may be mentioned atropine, adre¬ 
nalin, pituitary extract and brandy, whilst cyanosis 
with cardiac dilatation was taken as an indication for 
leeching or venesection. Here are three charts of 
fatal cases, the first of which shows that the child’s 
bowels were open, but it shows a sudden rise of 
temperature which occurred immediately before 
death—preagonal pyrexia. In that case the bowels 

were opened once daily. In the next case you will 
see at the fatal termination of the illness the 
temperature did not go so high as in the last one. 

In this lecture we have now gone over the history 
of the disease, the symptoms, the prognosis, and 
the treatment adopted ; and from that point we can 
go on to ascertain what has been known by other 
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authors with regard to the condition ot so-called 
delayed chloroform poisoning. 

Delayed chloroform poisoning was first described 
in this country by Dr. Leonard Guthrie in 1894. I 
Since then the condition has attracted a good deal j 
of attention, without, however, any marked advance 
being made in our knowledge of its causation or 
prevention. The conclusions of the various writers 
on the subject may be summarised as follows : first, 
children are far more commonly affected than 
adults, but the disease is known to occur in adults. 
Secondly, the cases of delayed chloroform poison¬ 
ing are exceedingly various ; the only factor which 
is known to have been common to all cases is the 
ad ministration-of a general anaesthetic. This anaes¬ 
thetic in the great majority of cases has been chloro¬ 
form. But there are cases on record where the 
condition of so-called delayed choroform poisoning 
has followed the use of other anaesthetics, such as 
ether, a mixture of chloroform and ether, ethyl 
chloride, or even nitrous oxide gas. Thirdly, there 
would appear to be an universal agreement amongst 
all investigators that the condition is an expression 
of acid intoxication, the fatty acids being set free in 
the blood, and that acetonaemia and acetonuria are 
invariable phenomena in the patients affected. 
Fourthly, the essential cause or causes of this acid 
intoxication are at present unknown, but various 
antecedent or contributory factors have been sug¬ 
gested. Guthrie has suggested the previous 
existence of a fatty liver; Stiles and Macdonald, 
the prolongation of anaesthesia and the existence of 
sepsis; Wallace and Gillespie, the presence of a 
septic focus in the body. Other authors have re¬ 
ferred to a history of cyclic vomiting. Fifthly, 
starting from the basis of acidosis, various writers 
have suggested as prophylactic the administration 
of carbohydrate (glucose) and the treatment of the 
condition when it exists with large doses of bicar¬ 
bonate of soda. That, roughly, is a very short 
summary of what is generally accepted amongst the 
workers on this subject. At this hospital inquiries 
have been made into a number of points which I may 
briefly mention. First, an inquiry was made as to 
whether the quality of the anaesthetic used had any 
influence on the occurrence of the condition of so- 
called delayed chloroform poisoning, the suggestion 
naturally being that if some decomposition product 
had formed in the chloroform, that decomposition 
product would be administered with the chloroform, 


and might be a very toxic substance producing the 
so-called delayed chloroform poisoning. At this 
hospital we use the chloroform made by Duncan 
and Flockhart, and the condition of delayed chloro¬ 
form poisoning has been found to occur in the 
administration of all three varieties of chloroform 
which this firm produce : that is to say, black-label 
chloroform, red-label chloroform, and blue-label 
chloroform. Each of them has been analysed 
carefully, inquired into, and found to be pure. So 
it was found that “ delayed chloroform poisoning ” 
could occur after the administration of pure anaes¬ 
thetics. Secondly, inquiries were made as to 
whether the duration of the anaesthesia had any 
influence, i. e. roughly the quantity of drug employed. 
There we found that nothing constant could be 
ascertained. For instance, by far the greatest 
number of cases of “ delayed chloroform poisoning ” 
which passed under our notice occurred after the 
operation of removal of adenoids and tonsils, which 
requires a very short anaesthesia. On the other 
hand, anaesthesias lasted one or two hours, and 
were not followed by “ delayed chloroform poison¬ 
ing.” So it would appear that the duration of the 
anaesthesia, and therefore roughly the quantity of 
the drug employed, does not exert any obvious 
influence on the incidence of this disease. In¬ 
quiries were made to see if the nature and duration 
of the operation had any effect on the condition, 
and so far as could be found, it had not. It occurs, 
and perhaps most frequently of all, after the opera¬ 
tion for the Removal of tonsils and adenoids. But 
it also occurred when there was not even an inci¬ 
sion made, as after the manipulations for congenital 
dislocation of the hip. So that with regard to any 
influence that the nature and duration of the opera¬ 
tion might have, it was found that the condition 
was so variable that it was impossible to deduce 
any inference. Then inquiries were made with 
regard to the fourth point, the possible influence of 
sepsis, which has been already suggested. Sepsis 
may influence a patient in two ways : There may 
be a septic process before operation, such as a chroni¬ 
cally inflamed suppurating tonsil, or there may be 
sepsis present after an operation. There is no 
doubt that apparently the presence of sepsis did 
render these children who had an anaesthetic 
more liable to the condition of so-called delayed 
chloroform poisoning. And it was found that the 
presence of a septic focus in the body before opera- 
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tion, e . g. a foul tonsil or mouth, was infinitely more 
important, than suppuration after operation. 

Then come the relation of liver lesions to 
acidosis and to acid intoxication. A marked fatty 
condition of the liver is a constant feature in these 
cases of “ delayed chloroform poisoning ” which 
come to autopsy. Hence in any inquiry on this 
subject attention must be given to these liver 
lesions. It is known experimentally that chloro¬ 
form itself can produce such changes in the liver, 
and in common with that, acetonuria. Both those 
changes, the fatty liver and the acetone in the urine, 
may result from starvation, and some authorities 
have been tempted to ascribe the symptoms pro¬ 
duced or accompanying those conditions to physio¬ 
logical incompetence of the liver tissue. The 
histological features of sections of fatty livers both 
from children who die of post-anaesthetic poisoning 
and of those dead from a variety of other causes 
have been carefully examined, and no essential | 
differences have been detected which could justify j 
the attribution of any importance to the fact that 
fatty degeneration of the liver is more than a I 
constant feature in cases of post-anaesthetic poison¬ 
ing. It is constantly present in such cases, but is 
also known, and sometimes in even more marked 
degree, in cases where the manner of death has in 
no way suggested the peculiar phenomena which 
invariably characterise the clinical course of delayed 
chloroform poisoning. The fatty degeneration of 
the liver is probably the direct result of the ab¬ 
sorption of chloroform, or poisons formed from its 
metabolism, from the bowel. These chloroform 
toxins may have either been swallowed, such as in 
mucus from the mouth while the anresthetic is 
being administered, or they may have been excreted 
into the stomach, whence some are ejected by sick¬ 
ness and others pass into the intestine. It will be 
remembered with regard to morphia, for instance, 
that it is a drug which is excreted partly into the 
stomach, and one would suggest the possibility of 
this excretion into the stomach of some of such 
products which result from the absorption of chloro¬ 
form. Those products excreted in the stomach (like 
morphia) pass into the intestine, will be absorbed 
by the portal system, and produce fatty degeneration 
in the liver-cells. It is known that chloroform can 
produce fatty degeneration in the liver-cells. As a 
result of this change in the liver, the altered meta¬ 
bolism must add to the intoxication. The sugges¬ 
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tion that a previously existing fatty liver is the 
determining factor in delayed chloroform poisoning 
explaining why some children get delayed chloro¬ 
form poisoning and some do not can neither be 
proved nor disproved, but is, from an inquiry into 
a long series of cases and of post-mortem records, 
unlikely. Again, it must be remembered that we 
can have severe acetonuria without the co-existence 
of a fatty liver, and that extreme grades of fatty 
degeneration of liver are met with, for example in 
rickets, without any acetonuria or symptoms of acid 
intoxication being present. 

Before I go on with this I might mention the test 
which was used for the detection of acetone in the 
urine. A portion of the urine was poured into a 
test-tube and mixed with an equal quantity of 
saturated solution of sulphate of ammonia. To 
this was added a few drops of the liquor ammon. 
fort, of the British Pharmacopoeia. After that was 
added a few drops of 5 per cent, solution of 
sodium nitro-prusside. If acetone was present the 
solution became a red colour, changing to reddish- 
violet in from one to three minutes. That test 
may be varied in many ways. For instance, the 
liquids may be run into a test-tube so that they do 
not mix, the red colour appearing as a ring at the 
junction of the urine and ammonium sulphate 
solution ; or the urine and the ammonium sulphate 
solution or sodium nitro-prusside mixed, and a few 
drops of liquor ammon. fort, allowed to fall on its 
surface, when the red colour will develop. All 
the tests used in this connection were based on 
the one described. 

With these powers at our disposal an investiga¬ 
tion was begun into the occurrence of this 
acetonuria; and almost at once an extraordinary 
fact was brought to light. The mere admission of 
a child to hospital could induce acetone to appear 
in the urine; why or wherefore is yet to be found 
out. But specimens of urine were examined as 
soon as possible after admission, and twenty-four 
hours later. In the first specimen there would be 
no acetone, but in the second, that is to say taken 
twenty-four hours after residence in the hospital, 
acetone would be detected in the urine. It was 
found that the mere admission into hospital pro¬ 
duced acetonuria in 36 per cent. It was then tried, 
as it was a good opportunity, to see if the adminis¬ 
tration of glucose immediately on coming into the 
hospital would interfere with this development of 



The Clinical Journal. ] 


MR. CORNER. 


[May 29,1912. u 7 


acetone in the urine, because if glucose is to be of 
any use to us in treating these cases it should give 
its effect in these instances. It was found that of 
the children who were given glucose, about 32 per 
cent, developed acetone in the urine, while of those 
who had no glucose, 34 per cent, developed it in 
the urine, suggesting, though not based on a large 
series of cases, that the administration of glucose 
may have a small effect, not a large one, in 
preventing the development of acetone in the 
urine. Then the urine was examined after the 
administration of an anaesthetic, and it was found 
that no less than 72 per cent, of children developed 
acetone in the urine. Further, it was found that if 
they were given glucose, 70 per cent, developed 
acetone in the urine, and of those who had no 
glucose, 73 per cent, developed acetone in the 
urine, again suggesting that the administration of 
glucose had a small and definite effect in preventing 
the appearance of acetone in the urine. 

Then an inquiry was made as to which anaes¬ 
thetic produced acetone in the urine more often 
than others. When chloroform was administered 
alone it was found that 67 per cent, of children 
developed acetone in the urine, but when the 
chloroform was mixed with ether the percentage of 
' those who developed acetone in the urine rose to 
86 per cent. Of the cases which received ether 
only, we found 66 per cent, developed acetone. 
So it is perfectly definite that the condition of 
acetonuria is really a very common one, and until 
these inquiries were made it was not appreciated 
that it was so common. What, then, is its relation 
to the very uncommon condition of post-anaesthetic 
poisoning ? If, before this inquiry, we had been 
asked if such things ever occurred, we should have 
said that they never occurred. So it is an example 
to you of the great fallacy that may be fallen into 
by merely relying on memory. 

Severe vomiting of itself is known to be able to 
produce acetone in the urine. So inquiries were 
made into the sickness after anaesthetics. * Chloro¬ 
form, which is the chief offending anaesthetic in 
producing delayed chloroform poisoning, was found 
to be also the anaesthetic which was followed by 
most vomiting. In the cases examined chloroform 
caused vomiting more frequently than any other 
anaesthetic. At the same time it is the drug which 
is most often concerned in post-anaesthetic poison¬ 
ing. So that between the administration of 


chloroform and the occurrence of delayed chloro¬ 
form poisoning there is a vicious circle. While 
conducting these inquiries one had the opportunity 
of seeing if the administration of glucose had any 
influence on the post-anaesthetic sickness. And 
there we found if it had any effect at all it was 
to increase very slightly the frequency of post¬ 
anaesthetic sickness. 

Another point which was noticed was that the 
illness of “delayed chloroform poisoning” was more 
frequent between three and eight years of age than 
either before or after that age. Subcutaneous 
injections of atropine were used before anaesthesia 
to prevent the formation of mucus in the mouth 
and the subsequent absorption of the drug swal¬ 
lowed, and had no influence in preventing the 
symptoms of delayed chloroform poisoning. It is 
possible that the anaesthetic in part is excreted into 
the alimentary canal and reabsorbed from it. 
Therefore it makes but little difference if the drug 
is absorbed from the lungs or swallowed. 

It is clear that a large proportion of children 
develop acetonuria merely as the result of the 
altered condition which admission into hospital 
entails. The real causation is uncertain, but there 
is reason to believe that the change in the diet or 
the refusal to take food, which so often follows 
their admission, are the chief factors. And further, 
it must be noted that the addition of glucose to 
the ordinary diet made little difference to the 
incidence of the acetonuria. The administration 
of an anaesthetic caused the appearance of acetone 
in the urine in the majority of cases—72 per cent, 
in the wards and practically 100 per cent, of the 
cases in the out-patient department. Here, again, 
the previous administration of glucose made no 
great difference to the incidence of the symptoms. 
Only few who developed acetonuria after the 
operation showed any other symptoms. Further, 
no patient who had already had acetone in the 
urine before the anaesthetic was administered 
showed any recognisable sign of increased intoxi¬ 
cation. 

The problem of the occurrence of delayed 
chloroform poisoning is a very difficult one, and so 
long as it is necessary to produce anaesthesia by the 
administration of a poisonous drug such as chloro¬ 
form, so long will cases of delayed chloroform 
poisoning occur. In other words, if we have to 
administer chloroform 100 times, we are absolutely 
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bound amongst those ioo cases to have a case 
(fatal or non-fatal) of delayed chloroform poisoning. 
There is one very useful item which I must not 
omit. For some time in my ward here we have 
been giving these children, before the anaesthetic, 
injections of morphine and atropine, and that 
has been found to be very successful. The 
children have an injection of morphine and 
atropine about three quarters of an hour before 
operation and require much less anaesthetic. To 
make this more practical I will mention the doses: 
The morphia injection of the pharmacopoeia of this 
hospital is of the strength one grain to 40 that 
is, about half strength of the solution of the British 
Pharmacopoeia. And we give it in the proportion 
of 1 m to a child of one year, 2 TTV to a child two 
years of age, and so on. The atropine injection of 
this hospital is of the strength of one grain to 
400 m, that is to say, one quarter the strength of 
the corresponding solution in the British Pharma¬ 
copoeia. The usual doses are as follows.: if the 
child is over five years of age, 4 V \; four to five years, 
3HI ; three to four years, 2 v\. Up to three years 
old we give 1 V\ to 2 In that connection it is 
of interest to you to note that children seem to 
bear this drug with great tolerance, because to a 
child five years old we administer grain, which 
is the full dose for the adult recommended by the 
British Pharmacopoeia. A child of five takes that 
dose excellently. 

In conclusion it will be understood that the 
occurrence of this condition called delayed chloro¬ 
form poisoning is a necessary result from the 
administration of a poisonous drug to produce 
anaesthesia. We cannot escape the occasional 
occurrence of the condition of “delayed chloroform 
poisoning ” so long as we continue to administer 
such a drug to produce anaesthesia, and the only 
power we have is to minimise the frequency of its 
occurrence. In the preparation of the patient the 
normal habit of life should be changed as little as 
possible, and one should particularly avoid purga¬ 
tion and those periods of abstinence from food (or 
starvation) which commonly form a part of the rule 
of preparing for an anaesthetic. As small a quantity 
of the anaesthetic should be administered as 
possible, and after it has been administered every 
opportunity should be given for the excretion of 
the drug which has been absorbed. The activity 
of the bowels should be maintained and stimulated, 
sickness should be rather encouraged than checked, 
the skin should be made to act, and by diuretics 
the elimination of the poison through the kidneys 
should be induced and encouraged. 

May 27 th % 1912. 
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By CAMPBELL WILLIAMS, F.R.C.S. 


Bacteriologists have solved and are still solving 
many of the urinary problems which mystified the 
genito-urinary surgeon in pre-bacteriological days. 
The infection of the urinary tract with the Bacillus 
colt communis is now known to be a far from 
uncommon occurrence. One might say that its 
recognition is as easy as its eradication is difficult. 
For the eviction of the settler in pastures new is 
often a troublesome matter. The complaint is 
met with at any age from childhood onwards. Its 
occurrence simply depends upon the when or how 
the intestinal organism gained access to the urinary 
system. The symptoms denoting its presence 
therein may be local, or a combination of local and 
constitutional ones. The local manifestations 
would seem to be regulated as to their intensity, 
or otherwise, by the resistance of the individual’s 
tissues to the organism’s toxin, or perchance to 
the inherent virulence of the invading germs. For 
it would appear that the aggressive and toxic 
powers of the bacilli may be enhanced by patho¬ 
logical alteration in their pre-migratory colonic 
surroundings. The constitutional symptoms are 
conceivably governed by the quality, quantity and 
continuity in the supply of the absorbed poison. 
The colon bacillus can usually be easily detected 
in the urine. But where the organism is passed as 
it were intermittently, as in contra-distinction to con¬ 
tinuously, it may be necessary to centrifugalise the 
urine to obtain a microscopical proof. The bacillus 
is a short, round-ended rod, or ovoid in appearance 
when viewed end-on, of 2-3 ^ in length by about 
0*4 fA in breadth. It possesses a slight degree of 
motility and reacts negatively to Gram’s stain— 
that is to say, it stains with all aniline dyes, but 
is de-stained by Gram’s solution. It counterstains 
well with carbol fuchsin. I think it cannot be 
gainsaid that the urinary bladder in course of 
time becomes comparatively tolerative of their 
presence* By this I mean that slighter symptoms 
are presented by a chronic case during the quiescent 
periods than those which characterise an acute or 
subacute attack of recent infection, or the “ flare- 
up ” which is apt to periodically occur in a chronic 
case. Baciliuria is one of those complaints which 
never get well in course of time unless it is treated 
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—and one might add, energetically treated. It 
will persist as long as the patient lives if left to 
itself. It would seem as if the colon bacillus 
could survive against any antitoxin which Nature 
and the living tissues provide, or that is furnished 
naturally by the locally dead germs in the urine or 
adjacent structures. Personally I have been dis¬ 
appointed with the remedial effects of the colon 
bacillus vaccine in bacilluria. Possibly the ex¬ 
planation is that its beneficial effects are limited 
to the soft tissues, and do not extend to the urine 
itself. It is on a par with the minute piece of 
tartar, germ-laden, on the surface of a tooth, which 
cannot be removed instrumentally otherwise than 
by extraction of the tooth. One clears up the 
gum, periosteum, and possibly the bone by the | 
use of the vaccine. But there is no circulation or 
osmosis through the tooth to the tartar to carry 
the corrective substance to it: it remains as a 
nidus to light up fresh trouble. 

The colon bacillus may gain access to the 
urinary tract by— 

(1) Introduction from without—intermediate in¬ 
fection. 

(2) Coaptation of intestine to urinary organ— 
direct or penetrative infection. 

(3) By means of blood- or lymph-streams— 
circulatory infection. 

Introduction from without, which may be termed 
intermediate infection, can often be traced or pre¬ 
sumed to have arisen from the use of instruments 
infected with the Bacillus coli . This applies 
equally to the male and female cases. But in 
women on whom no catheters have been passed, 
one can only assume that infection has arisen 
owing to the soiling of the vestibule with faecal 
matter, and that the organism has extended up the 
short urethra to the bladder. The disease is more 
commonly met with in females. An infected finger 
used with a view of relieving clitorian irritability 
may carry infection to the orifice of the urethra. 
In the case of children suffering from thread¬ 
worms where the anal irritation causes them to 
scratch the fundament, the hand is in a condition 
to transfer the organism to the urethra. More¬ 
over, the migratory worm may gain access to the 
bladder, and so convey infection to its cavity. In 
these days of antisepsis, asepsis or sterilisation, it 
seems superfluous to point out how important it is 
for anyone dealing with rectal and bladder cases 


simultaneously, or a bacilluric case amongst other 
urinary patients, that most scrupulous surgical clean¬ 
liness should be exercised with instruments, recep¬ 
tacles and hands, and that the surroundings and 
orifice of the patient’s urethra in addition should 
come in for similar attention. 

Coaptation at some portion of the intestinal 
tract to the urinary apparatus may give rise to 
penetrative or to direct infection. Thus an ad¬ 
herent and inflamed appendix, the tissues of which 
have been invaded by now aggressive colon bacilli, 
may act as a bridge for their passage and subsequent 
penetration to the bladder. Or there may be 
sigmoided coaptation to the vesical wall, with 
possibly an actual communication between the two 
owing to intestinal ulceration and subsequent per¬ 
foration, so that flatus and faeces pass freely into 
the bladder. Needless to say in such a case that 
a divisional and suturing operation must be per¬ 
formed before one could hope to beneficially treat 
the bacilluria. 

Circulatory infection would seem to occur 
through the blood stream or perchance the lym- 
1 phatic system. It would be*difficult otherwise to 
| explain how articulations or distant organs fall 
victims to the colon bacillus. If the organism can 
be carried in this manner to joints, etc., there is no 
valid reason why it could not likewise be conveyed 
to the bladder or kidneys in a similar fashion. But 
I have no doubt that intermediate infection, and 
instrumental chiefly, 4s responsible for a vast pro¬ 
portion of bacilluric infections. Coincidences may 
occur, but when one gets, say, three patients from 
| one source, and they each and all have been 
catheterised by the same person, and they are all 
the subjects of bacilluric cystitis, it causes one to 
reflect upon the surgical cleanliness of instruments 
used. 

The symptoms presented when the infection is 
limited to the bladder are those of cystitis in one 
of three degrees, viz. acute, subacute, and chronic. 
But when the infection has travelled or is presumed 
to have invaded the uretero-renal tract, one can 
verify the diagnosis by cystoscopic examination of 
the ureteral orifices, or by catheterisation of the 
ureters themselves. But, as I must point out, one 
would have to be certain that pus was being 
extruded from a ureter before one catheterised it, 
or otherwise one might thereby infect where no 
infection existed. 
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The acute type of bacilluria may be ushered in 
with rigors, the temperature rising to ioi° or 
102° F., or even higher. There may be vomiting at 
the culmination of the shivering stage just like 
malaria. In fact, I have known bacilluria mis¬ 
taken for ague. Great frequency of micturition is 
present. It is increased by movement, so that 
confinement to bed is advisable for that reason 
alone, apart from the febrile condition. Strangury 
may be distressing. The vesical spasm, when the 
inflamed viscus contracts, may be accompanied by 
the extrusion of a few drops of blood. This may 
come from the bladder itself, either as a result of 
intense congestion or actual ulceration. But in 
some cases the blood is of prostatic origin. There 
may be marked impediment to the free outflow of 
urine, so that the patient is sure that there is a 
“ stricture ” owing to the swelling and congestion 
of the verumontanum of the prostate and spas¬ 
modic contraction of the sphincter vesicae. Exami¬ 
nation of the prostate per rectum proves it to be 
tender and swollen. It is just as one would expect 
from the condition of the suprajacent trigone. I 
have met with epididymitis as a complication, 
possibly owing to the colon bacillus having been 
forced during the repeated urinary spasms into a 
sinus pocularis and so down the vas deferens 
to the globus minor, a general epididymitis super¬ 
vening. 

The voided urine is acid, sometimes highly acid. 
In fact, bacilluria is but a scientific nomenclature 
for “ acid cystitis 71 of former days. The colour 
depends largely upon the amount and duration 
of the febrile symptoms. When there is no 
marked or prolonged rise of temperature it has a 
tint like Madeira. It becomes paler in the sub¬ 
siding stages, and in the quiescent chronic type 
it reminds one of light-coloured cask beer which 
has not been allowed to thoroughly settle. The 
characteristic sign is the loss of normal trans- 
lucency. If one allows the urine to stand in a glass 
a large amount of sediment is deposited. But 
notwithstanding this precipitation the supernatant 
urine, even when filtered, remains murky or cloudy. 
Boiling, with the addition of acid, does not clear 
it as it would do if it were phosphatic haziness. 
The deposit will be found to consist of cast-off 
epithelium, pus-cells and mucous corpuscles. The 
loss of translucency is marked if a bacilluric speci¬ 
men be compared with normal healthy urine. If 


the patient has not recently taken drugs such as 
sandal-wood, copaiba or buchu to disguise the 
odour, it will be found that there is a faint fishy 
smell to the urine. I have noted that this scent 
is more noticeable when implication of the renal 
pelves has taken place. The odour is intensified 
if the urine is allowed to stand for some hours 
exposed to the air. The amount and quality of 
the deposit, together with the ratio of the con¬ 
stituent particles, varies with the stage or character 
of the cystitis. When the ureters and renal pelves 
are implicated one gets an increase in cast-off tailed 
cells—that is, the epithelium lining the pelvis of 
the kidney. The acute stage may show pus, blood, 
profuse epithelial cells and mucous corpuscles, 
whilst the colon bacillus teems. In some chronic 
cases, during the quiescent period, all the foregoing 
abnormalities may be slight in amount, whilst the 
bacilli may be apparently absent, requiring that the 
urine be centrifugalised for their detection. But 
they reappear in full strength during an exacer¬ 
bation. 

In the majority of cases of bacilluria infection 
remains restricted to the bladder. But if the case 
is neglected and left untreated it would seem to be 
but a matter of time for the process to invade the 
ureter and kidney. When such has occurred one 
has to rely upon vaccines and microbicidal drugs 
to clear up that portion of the infected area, in the 
hope that one may cut off vesical infection or 
re infection from above. For it is obvious that 
unless one can do so one cannot hope to improve 
the cystitic condition. Fortunately, the lethal 
effects of the colon bacillus when restricted to the 
bladder are practically nil. It is only when the 
organism has invaded the uretero-renaldistricts with 
possible parenchymatous changes rising in the 
kidney that the case assumes a graver aspect; but 
even then it takes time to kill. 

The leading constitutional symptoms of bacil¬ 
luria, if one may call them such, are, excluding 
febrile conditions, constipation and indigestion. 
The constipation is difficult to overcome, whilst the 
dyspepsia continues unrelieved by all the usual 
dietetic and medicinal remedies employed, until 
the urine is either well under control or apparently 
normal. It is well to watch the urine for some 
time after the condition is assumed to be cured, 
for it is apt to reiapse, which is a euphonious way 
of saying that one had not cured the patient. 
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The subacute type differs from the acute only 
in possessing less marked symptoms. 

The chronic type of bacilluria is the one which 
one most commonly sees. Many chronic bacil- 
lurics are unaware of what really ails them. Their 
bladder symptoms are so slight and of such long 
duration that they have come to look upon them as 
having no connection with the condition of “below 
par” for which they seek advice. It is possibly 
for that reason that they quite forget to mention 
about the waterworks to the doctor whom they 
consult; and that he, in his turn, fails to methodi¬ 
cally examine the urine beyond testing it for sugar 
or albumen. The following case is an example: 
A gentleman who had lived for. years in South 
America was the subject of acquired urethral 
stricture. It required instrumental attention. 
According to his testimony he seemingly suffered 
much at many hands. When he came to England 
he consulted Dr. H. Batty Shaw on account of 
violent dyspepsia. The result of Dr. Shaw’s care¬ 
ful examination was that the patient was found to 
be suffering from bacilluria. He came to me, I 
dilated his stricture to 27 F, and cleaned up his 
bladder, with the result that his dyspepsia is a 
thing of the past, and he now feels well, enjoying 
life, and has put on over two stone in weight. The 
marked constipation which troubled him is now 
amenable to mild remedies. I have had many 
such cases, histories and results. Clean up the 
bladders and the other symptoms disappear 
automatically. 

Treatment .—The treatment of a case of bacilluric 
cystitis must be suited to the degree of the inflam¬ 
mation present. In the acute cases it is not advisable 
to resort to local measures until the exalted symp¬ 
toms show signs of subsiding. Rest in bed, hot 
hip-baths, india-rubber hot-water bottles can be 
advocated with the knowledge that such will give 
relief. The tenesmus, and to a degree the vesical 
spasm, may be moderated by the use of morphia 
and belladonna suppositories. A urine bottle kept 
in the bed saves the patient the ever-recurring 
necessity of getting out to pass water. Plenty of 
bland fluid should be given to* the sufferer to 
drink. To that end I give alchimella tea. It is 
made as follows : Put one ounce of the leaves of 
Alchimella arvensis into a pint teapot. Fill with 
boiling water. Let stand an hour; cool, strain, 
decant. Add milk and sugar according to liking. 


Take one third portion morning, noon, and evening. 
It acts like buchu, but does not upset the stomach 
in a similar manner. Medicinally the following 
mixture is useful: Helmitol, gr. v; potas. citratis, 
gr. xx; tinct. hyoscyami, V\xv; ext. tritici repens 
liq. 5*j; syr. aurant. n\xxx ; aq. carni ad 3j; to be 
taken every sixth hour. 

I prefer helmitol, which is said to be anhydro- 
methylene citrate of hexamethylene tetramine in 
preference to urotropine or hexamethylene-tetra- 
mine. It seems to be more efficacious, and I have 
used boracic acid in large doses with advantage. 
But some people’s digestion won’t stand it. I have 
given it in 20-gr. doses up to three consecutive 
doses in a single day, and then in 10-gr. doses 
three times in the succeeding day. Camphoric 
acid gr. x in cachet t.d.s. has been advocated. 
Salol, phenyl salicylate gr. v ter in die is useful, 
particularly to ring the changes with helmitol 
should it seem to lose its effect. The main object, 
however, is to endeavour to make the urine alkaline, 
or at any rate to reduce its acidity. For it is asserted 
that if one could keep the urine alkaline that the 
colon bacillus would become sterile and die out, as 
it is believed to need an acid medium for its 
existence and multiplication. As so many of 
these germs are unfavourably influenced by light 
it has been suggested to me that local irrigation of 
the bladder with radio-active water might be bene¬ 
ficial as well as the ora! consumption of the same. 

As soon as matters have quieted down and the 
case has entered into the subacute stage one may 
then venture upon the topical treatment of the 
bladder. At the commencement I start with either 
boric acid lotion 4 per cent., made with dilute 
saline sol., which irritates less than ordinary 
aq. dest., or else lotio pot. permang. gr. £ ad. Jj. 
If the neck of the bladder and the urethra is 
cocainefd before washing out it gives relief to the 
patient. A few drops instilled within the bladder 
are highly sedative. Personally I prefer a 4-oz. 
india-rubber bladder bottle for washing out, using 
small quantities at each squeeze, and making 
certain by examining the returning fluid in a 
glass that it is clear from shreds, etc., before con¬ 
sidering that I have cleaned up the bladder. Of 
course one cannot see them with pot. permang. 
The bladder should be washed out at least night 
and morning. After the evening wash-out I throw 
in a couple of drachms of the following iodoform 
emulsion, which was concocted for me by Dr. W* 
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H. Martindale, of New Cavendish Street. Many 
patients will not tolerate even Berkeley Hill’s 
iodoform emulsion or others with glycerine or 
mucilage of tragacanth. They irritate and pro¬ 
duce strangury, and are consequently not retained. 

I have not found that the Martindale’s preparation 
irritates. It is as follows: Iodoform, gr. xx; 
pulv. tragacanth, gr. iv; alcohol, U\j; normal 
saline sol., ii[cccc. 

Throw 2 drm. into the bladder and allow it to 
remain there. A little is passed at each micturi- j 
tion. It certainly seems to clear up the urine 
rapidly, judging from the decrease,in sediment and 
alteration in the appearance of the urine after even 
one injection. It is well to remember, anyhow in | 
the later stages of treatment, when nitrate of silver 
is employed, that one must not use iodoform and 
silver nitrate at the same time as they form an 
explosive compound. 

In treating the chronic type of bacilluric cystitis 
one can still use the mixture of helmitol, etc., and, 
in addition, give a capsule of santalol with benefit 
to the patient. In this variety of the affection one 
can wash out the bladder, first, with peroxide of 
hydrogen 5 or 10 vols. in strength. If the urethra 
is cocained it does not sting. I usually throw in 
10 oz. as one injection, keeping the catheter in 
situ to liberate any gas should it be evolved in 
distressing amount. I keep the peroxide solution 
in for three to five minutes, let it out, next wash 
out thoroughly with boric acid, and then instil some 
iodoform emulsion. In other cases one can use 
potas. permang. sol., gr. j to ij to the ounce, 
irrigating the bladder with it. The last stage in 
the local treatment is to wash out with a solution 
of nitrate of silver. Personally I throw in about 
4 oz. at a time and endeavour to have it retained 
for five minutes or so. Then wait three days, and 
if no marked reaction has followed its use I repeat 
the procedure. Of course one has to be guided by 
the behaviour of the bladder and one’s own ex¬ 
perience as to when and how often it is necessary 
to repeat the injection. I may say if one wants to 
cure a bacilluric cystitis it is wise to wash out the 
bladder oneself and not trust the patient to do it. 
When the infection has passed beyond the bladder 
to the ureter and kidney, the treatment resolves 
itself into vaccinal and medicinal. Lastly, should 
the bacilluric cystitis be complicated with vesical 
calculus I would always advise supra-pubic cysto¬ 
tomy to lithotrity, for one is then able to rest the 
bladder by drainage, and the thorough irrigation of 
its cavity is an easy and painless operation. I have 
seen considerable and rapid benefit ensue from 
continuous urethral drainage of bladders infected 
with the colon bacillus when this is combined with 
efficient irrigation. But it necessitates that the 
patient should be confined to bed—a procedure 
which the average chronic cystitic sufferer objects to. 

May 27th r 1912. 
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Lecture III. 

Summer Diarrhcea. 

We have seen that simple diarrhoea and vomiting or 
dyspepsia, which is accompanied by a great excess 
of the fermentative processes in the bowel, and 
which is marked by the passage of frequent, green, 
acid stools, is unaccompanied by evidence of the 
absorption of poisonous products into the bowel. 
Whatever damage the epithelium of the bowel-wall 
may have sustained by contact with the fermenting 
acid contents of the intestine or by the abnormal 
growth of micro-organisms which occurs in this 
altered medium, at least it has retained unaltered 
its function of control and selection in absorption. 
With the loss of this function, with the passage of 
various poisonous products of digestion across the 
bowel-wall into the general circulation, a very 
striking train of symptoms is produced and a con¬ 
dition of intoxication results. Intoxication is thus 
to be looked upon as a further and very fatal 
development of the same process which leads to 
fermentative dyspepsia of the ordinary type. The 
separation into two groups, those which show 
merely diarrhoea and vomiting without symptoms 
of intoxication, and those which show symptoms of 
intoxication as well, is necessary because of the 
extreme danger to life which is always present in 
the latter group. Such severe cases, although 
occurring sporadically at all times are common 
during the hot months of the late summer, when 
they may reach the proportions of a veritable 
epidemic. For this reason in this country and in 
America they are commonly grouped under the 
name “ summer diarrhoea.” That such cases should 
be relatively common in summer is easily under¬ 
stood. In times of great heat the decomposition 
of milk proceeds with great rapidity, so that there 
may be considerable change in milk which with an 
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ordinary temperature would be of good quality and 
perfectly suitable for consumption. The prevalence | 
of flies during the summer heat increases the chance \ 
of infection of milk which is left exposed. Recently 
attempts have been made to show that in hot 
weather the tolerance of the infant for carbohydrate 
is diminished, and that because fermentation takes 
place more readily, acute attacks of dyspepsia are 
likely to be of great severity, while chronic dis¬ 
orders similarly tend to undergo exacerbation, and 
that when infection of the bowel from contaminajed : 
. milk does take place, the growth and development of j 
the micro-organisms are unusually rapid. Such 
suggestions are from their nature difficult to prove, ] 
yet it is on the whole probable that it is in such 
a temporary lowering of tolerance and immunity 
during times of great heat that we shall find some 
part of the explanation of the sudden outbreaks of 
summer diarrhoea. At any rate it is certain that 
bacteriologists have not yet found any micro¬ 
organism which is so constantly present that we may 
be justified in loQking upon it as the specific cause 
of the infection. In summer not only are severe 
fulminating cases with symptoms of intoxication 
much more common, but there also occur a much 
larger number of cases of simple dyspepsia without 
intoxication, while perhaps the most common of all 
are cases which, after several days or even weeks of 
relatively mild dyspepsia, suddenly develop sym¬ 
ptoms of the most violent intoxication which 
rapidly lead to death. 

! 

The Symptoms of Intoxication. j 

We may tabulate these striking symptoms as 
follows: 

(1) Partial coma and blurring of the intelligence. 

(2) High fever. 

(3) Collapse. 

(4) Rapid and enormous loss of weight, with 
marked loss of fluid. 

(5) Abnormal respiration from stimulation of 
the respiratory centre. 

(6) Albuminuria, glycosuria, acetonuria. 

The character of the vomit and of the stools 
does not differ from that observed in simple 
dyspepsia. The vomited matter is intensely sour, 
smells strongly of fatty acids, and may be bile- 
stained. The stools are watery, with shreds of 
mucus and fragments of fatty curd, usually green in 
colour, and intensely acid in reaction. 


The abnormal bearing and disturbed intelligence 
of the child are often the most striking symptoms. 
At times the appearance at rest very closely 
resembles that seen in advanced tuberculous 
meningitis, a simulation which is rendered all the 
more striking by the exaggerated, irregular respira¬ 
tory movements. The child lies in a drowsy con¬ 
dition, paying no attention to what goes on around 
it, with eyes half closed, or fixed upon the distance 
with a meaningless, unseeing gaze. Its posture is 
the posture of no normal child. The limbs, 
instead of showing the quick restless movements 
of pain or discomfort, are motionless, or are shifted 
with a curious slow and sluggish movement. 
Sometimes on response to a slight stimulus the 
arms are slowly raised and flexed across the chest 
into a position that has been compared to that of a 
boxer’s defence. Often the limbs can be gently 
flexed into all sorts of unnatural positions, and the 
child will lie thus for minutes at a time. 

The breathing meanwhile is commonly deepened, 
rapid and irregular, or it may show the characters 
of Cheyne-Stokes’ breathing. Sometimes apnoeic 
pauses occur during which the grey pallor of the 
face may be mixed with an increasing cyanosis 
until respiration begins again. The most charac¬ 
teristic feature of all this partial unconsciousness is 
its transitory nature. If the child is roused by a 
comparatively violent movement it wakes as if 
from sleep, stirs itself, breaks into loud crying 
and the whole picture fades. The face flushes 
a bright pink colour, intelligence returns to the 
look, the respiration proceeds naturally, the move¬ 
ments of the limbs return. If once more the 
infant is quieted, rocked in the arms or left to 
itself for a few minutes, the cry tails off unnaturally 
the expression fades from the face, and in a few 
moments it has settled again into its unnatural 
somnolence. 

The temperature in summer diarrhoea is usually 
high at the onset; commonly it reaches to between 
102 0 and 103° F. Later it sometimes falls and 
may be subnormal. The weight falls with startling 
rapidity, so that in a single day commonly ten or 
twelve ounces may be lost. The loss of weight 
corresponds closely to the intensity of the diarrhoea 
and vomiting. The subcutaneous tissues are 
rapidly emptied of fluid, and the skin becomes 
inelastic and redundant, the fontanelle depressed, 
the eyes sunk deep into the head; the pulse is 
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weak and irregular and the heart-sounds may 
become almost inaudible. 

Lastly, in the urine we may find evidence of the 
serious disturbance of metabolism which has 
resulted. Albuminuria occurs almost invariably ; 
alimentary glycosuria is a common and early sym¬ 
ptom, but occurs of course only when food is not 
withheld. Diacetic acid and acetone may be found 
in severe cases. Local or general convulsions are 
common terminal symptoms. 

Such are the more striking of the symptoms 
which accompany alimentary intoxication, and 
which serve to mark off the severe and intensely 
fatal cases of diarrhoea and vomiting which, 
although they occur occasionally at all times in 
the year, are especially common and of especial 
severity in periods of great heat and drought 
among children living in crowded and insanitary 
homes. 

Of the nature of the poison nothing certain is 
known. It is not proved that the volatile fatty 
acids, derived from the disintegration of the fats 
and sugars of the diet, undergo absorption. It is 
not even certain that a true acidosis exists at all, 
whether brought about by an acid absorption or by 
the excessive loss of alkali in the profuse secretion 
of the bowel. There is no proof of the absorption 
of intestinal toxins, and there is no evidence that 
the toxaemia is of uraemic origin. 

The Treatment of Summer Diarrhoea . 

In the treatment of the disorder we have to 
combat both the collapse and the intoxication. 

The treatment of the collapse is rendered all the 
more difficult because it may be laid down as a 
rule that feeding in the ordinary sense of the word 
must not be begun until the symptoms of intoxi¬ 
cation as described above have disappeared. To 
add to the fermenting contents of stomach and 
bowel a further amount of fat or carbohydrate is 
surely to prolong the intoxication until death 
ensues. An exception to this rule may usually be 
made in the case of proteid, which cannot add to 
the fermenting material in the bowel. 

For twenty-four hours, or even longer, if sym¬ 
ptoms of intoxication persist, starvation must con¬ 
tinue, save only for such meagre nutriment as is 
provided by albumen-water, plasmon in a strength 
of one teaspoonful to five ounces of water, or raw 


! meat-juice. All of these may be sweetened with 
saccharin, but not with sugar. 

After twenty-four or forty-eight hours with abate¬ 
ment of the diarrhoea and vomiting and disappear¬ 
ance of the symptoms of intoxication a careful 
return to a milk diet may be begun. 

The milk should be without any addition of 
sugar, and the fat should be reduced to the lowest 
possible point—by centrifugalisation if possible. 
Whey will often be retained, but it lacks the power 
of the casein-rich skimmed milk to control the 
intestinal fermentation and to bring about an alka¬ 
line reaction within the bowel. The skimmed milk 
should be given undiluted in half-ounce doses, six 
or eight times in the day, and with continued 
improvement in larger amounts. Only with solidi¬ 
fication and diminished acidity of the stools and 
with cessation of vomiting must sugar be added, 
the fat gradually restored, and a dilution suitable 
for the age of the child adopted. If the infant is 
breast-fed—and attacks of summer diarrhoea do 
occur, although rarely, in infants reared solely on 
the breast—a temporary cessation of breast-feeding 
for twenty-four hours or longer is necessary, care 
being taken to prevent the drying up of the breast 
by regular use of the breast-pump. When feeding 
I is begun again, nursing should only last for a few 
' minutes at a time, because the milk secreted under 
such circumstances is much less rich in fat than the 
milk last drawn off. In the cow the first milk 
; drawn off contains less than 2 per cent, of fat; the 
j final strippings, as they are called, contain 12 or 
j 14 per cent, of fat. Sometimes it may be well for 
| a day or two to draw off the milk from the mother's 
breast, to centrifugalise it, to remove the fat, and 
to give the infant the remainder. 

In severe cases in bottle fed infants the danger 
to life is extreme, and with marked symptoms of 
intoxication, especially when there is intense stupor 
or coma, a very large proportion will die ; of these 
a proportion may be saved if temporary breast¬ 
feeding can be secured for the child. 

In summer, where the quality of the milk is 
; doubtful, or to prevent the possibility of relapse, it 
may be well to advise the use for a time of an un¬ 
sweetened condensed milk or of a powdered dried 
milk. During the season of great heat the food of 
all infants, and especially the added sugar, should be 
reduced in amount. It should be given in greater 
dilution, or, perhaps preferably, additional drinks of 
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boiled water, sweetened with saccharin, should be 
offered to the child. The increased thirst of the 
infant adds very considerably to the risk of over¬ 
feeding if his only means of appeasing the thirst is 
by drinking larger quantities of a milk mixture to | 
which carbohydrate has been added. Maltose, j 
extract of malt, or such a mixture of maltose and 
soluble dextrins as Mellin’s food, is probably a safer 
addition to the milk than lactose or cane-sugar. In 
older children a second carbohydrate in the form of 
an unmalted or partially malted cereal may be given 
by the use of baked flour, Benger’s food, Neaves’ 
food or Ridge’s food. At the onset of an acute 
attack, during the time of starvation, gentle purga¬ 
tion should be adopted. Small, frequently repeated 
doses of calomel gr. 2 \^ to T V, of grey powder gr. j, 
or of sodium sulphate gr. x may be prescribed. 
With symptoms of intoxication opium is best 
avoided lest the elimination of toxins from the 
bowel be prevented. The stomach may be washed 
out with a warm alkaline solution or with normal 
saline solution, and the rectum may be irrigated 
by means of a two-way tube with a similar solution. 
Antiseptics or astringents given by the mouth have 
no effect during the acute stage. Later, when 
evidence of absorption of toxins is no longer 
present, and when the stools are less acid- and 
less fermented, tannigen gr. j. or tannalbin gr. 
ii-v, bismuth salicylate gr. ^ or silver nitrate gr. } 
may be employed. 

The rapid loss of water from the body is in direct 
proportion to the severity of the diarrhoea and 
vomiting. It is therefore usually impossible to 
make good this excessive loss simply by giving 
large amounts of water by the mouth or by irriga¬ 
tion of the rectum. As a rule we are forced to 
inject a solution of normal saline or Ringer’s solu¬ 
tion under the skin of the? axilla, of the abdominal 
wall or of the thighs. Each site may be used in 
turn and injection made twice or three times a day 5 
three, four or five ounces may be injected under a 
pressure of from eighteen inches to two feet, using 
all possible care to prevent infection. To ensure 
that the fluid enters the subcutaneous tissues of the 
child approximately at a temperature of 105° F. is 
a matter of some difficulty. 

Mr. N. S. Carruthers, when clinical assistant at 
Guy’s Hospital, conducted some experiments which 
showed that when fluid at a temperature of 120° F. 
as usually recommended, is poured into the funnel 


of the apparatus, its temperature as it flows from 
the needle may be as low as 70° or 8o° F., and has 
himself devised an apparatus which remedies this 
fault. In practice the rate of flow varies so much 
in different infants and at different times during 
infusion that the temperature can only be guessed 
at. It is well, therefore, to ascertain approximately 
the lo£s of heat per unit of time for the apparatus 
used, remembering that the loss of heat will be 
much less rapid in the warm atmosphere sur¬ 
rounding the infant as it lies between hot bottles 
than in the cooler air of the ward. A simple way 
is to arrange that the fluid before entering the 
needle runs through a glass tube containing a small 
thermometer. Place the needle in a flask and place 
the flask in the child’s axilla and start the flow. If 
the reading of the thermometer has fallen below 
ioo° F. after twenty minutes the temperature of 
the solution should be higher. So long as the rate 
of flow remains fairly constant, the loss of heat per 
unit of time for any particular apparatus can be 
thus readily calculated. It is a good plan to have 
two needles, one in the subcutaneous tissue and one 
butside, with a thermometer inserted as described 
above. The temperature can be gauged from time 
| time by trying the flow irom the second needle. 
The use of an ordinary thermos flask, as adopted 
at the Shadwell Children’s Hospital, should help to 
obviate the difficulty and secure a fairly constant 
temperature. 

During starvation it is of the greatest importance 
to keep the temperature of the air surrounding the 
child at a high and constant level. Again, the 
difficulties in the way of securing this in practice 
are very considerable. To depend upon a single 
hot bottle changed at long intervals is to defeat our 
own ends, for the temperature of the child will rise 
when the bottle is hot, and will fall as the bottle 
cools. Four smaller bottles placed around the 
child outside a sheet and blanket, one of which is 
changed hourly, will serve to keep a remarkably 
constant temperature within the enclosed space in 
which the child lies if care is taken that air does 
not enter freely by the child’s neck and shoulders. 
A thermometer within this space should show a 
temperature of about 8o° F.; with gradual recovery 
the number of bottles should be diminished and 
the temperature slowly reduced. 

The provision of a high and constant temperature 
of the surrounding air is especially necessary when 
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there is great collapse, coldness of extremities and 
a subnormal body temperature. In such cases a | 
mustard bath should be given at the earliest j 
possible moment: a hot mustard bath is not only ! 
an extremely useful measure forcombating collapse, j 
but it may also serve as a prognostic indication. ; 
Infants in whom the skin readily becomes flushed | 
and reddened by contact with the mustard and 
water are likely to do well. Those who show no 
such signs of reaction are in a serious condition. 
When the temperature of the room is high, and 
the body temperature of the child above 102° F.,care 
must be taken that the artificial heating is not 
carried to too great an extent. If the temperature 
rises above 102° the hot bottles should be removed, j 
while the temperature is taken at short intervals to 
prevent undue cooling of the child. The child, 
if possible, should lie in the fresh air and in the , 
shade, at least during the daytime, and in any 
case every care should be taken to secure the best 
possible ventilation. 

In case of collapse, brandy TT^v to x, well 
diluted with hot water, may be given at hourly or 
two-hourly intervals, or strychnine gr. ^ to v ^.' 

The risk of infection of other children and 
possibly of reinfection of the same patient is 
considerable. All soiled napkins should be 
removed from the room and disinfected, and the 
nurse must be careful to sterilise her hands as 
efficiently as possible before preparing or handling 
the infant’s food. 

May 27 th, 1912. 

Creatin in Children’s Urine. —Folin and 
Denis incline to the belief that the creatin in 
children’s urine does not depend, as Rose suggests, 
on a peculiar carbohydrate metabolism, but that it 
is due to an excessively high level of protein con- j 
sumption (in 1 proportion to mass of muscles in the 
body). The creatin output in response to creatin 
feeding depends very much on the level of protein 
metabolism maintained. Whether the creatin is 1 
taken with food or whether it comes directly from the 
tissues, as in fevers (and possibly also in starvation), 
may be more or less immaterial in view of the fact 
ascertained by one of the authors that creatinin and 1 
creatin like urea and amino acids are promptly trans¬ 
ported from the digestive tract to blood and from 
blood to tissues. —Journ. A.Af.A ., vol. Iviii, No. 19. 


THE ELECTRIC COLLOIDS IN THE 
MAJOR INFECTIONS, SURGICAL 
AND PUERPERAL. 

By HENRY DUVERNAL, M.D., 

Of the Faculty of Medicine of Paris. 


The electric colloids are a series of products 
prepared by passing the electric arc through an 
aqueous medium, the variety of colloid being of 
course determined by the nature of the electrodes. 
The passage of the current determines the throwing 
off of extremely minute fragments of the metal, 
which remain permanently suspended in the liquid 
and are animated by Brownian movements. The 
size of these particles varies from a hundred 
thousandth to a millionth of a millimetre according 
to the intensity of the current and the shape of the 
electrode. They are readily visible with the ultra¬ 
microscope. There is a whole series of electric 
colloids—electrargol, electraurol, electr-Hg., etc— 
but, speaking generally, the choice of the particular 
colloid does not seem to be a matter of any impor¬ 
tance, the effects being approximately the same 
whichever be employed. These suspensions are 
stabilised by the addition of sea-salt, which, more¬ 
over, renders them isotonic with blood-plasma; 
consequently subcutaneous and intra-muscular 
injections are quite painless, and, what is more, 
absolutely innocuous. The electric colloids can 



! spinal canal in grave cases where immediate effects 
; are desired. This has been done in thousands of 
cases without the slightest mishap, and none is to 
be apprehended provided, of course, that the injec¬ 
tion be made with the usual antiseptic precautions. 

The action of these colloids does not appear to 
be in any sense specific, in the sense that such 
action is manifested in respect of all infections 
irrespective of their microbial nature. This is easy 
to understand when it is explained that the peculiar 
antiseptic and antipyretic action of these colloids 
appears to be due to their peculiar stimulating 
influence on phagocytosis, which, of course, con¬ 
stitutes the defensive apparatus of the organism 
towards infections of all kinds. 

However introduced into the organism the 
electric colloids generally determine a sharp re- 
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action, the temperature rising a degree or two 
within a few hours, this rise being soon followed by 
a durable fall which coincides with an improvement 
in the local and constitutional symptoms. It is 
well to warn the persons in attendance to this 
effect, which might otherwise be productive of 
anxiety. This reaction is in some measure propor¬ 
tional to the gravity of the patient’s condition, and 
when it is wanting it may be taken to indicate that 
the virulence of the infection has paralysed the 
defensive apparatus so that the prognosis is gloomy 
in the extreme. 

The dose in a case of average severity is ioc.c., 
though good results are often obtained with smaller 
quantities. Nevertheless as the product is ab¬ 
solutely innocuous it is better to start with a 
sufficient dose. As much as 20-30 c.c. has been 
injected without giving rise to untoward results. 
In children one generally starts with from 2 to 5 
c.c., but the dose is determined less by the age of 
the patient than by the gravity of the infection. 

Having disposed of these preliminary considera¬ 
tions we may pass on to the therapeutical employ¬ 
ment of the colloids. They are indicated in all 
infectious states, but on this occasion I shall con¬ 
fine my remarks to their use in the major infections, 
that is to say, septicaemia supervening after 
operation and in puerperal infections. The litera¬ 
ture of the subject is very voluminous. An 
important contribution on the electric colloids in 
surgical infections appeared in the ‘Archives 
Medicales de Toulouse' (July and August, 1910) 
from the pen of Dr. Baudet, Director of Clinical 
Surgery at the Faculty of Medicine. Among the 
cases reported by this observer are the following : 

M. B—, aet. 32 years, admitted to hospital on 
January 4th, 1909, for an abdominal tumour which 
was diagnosed to be an ovarian cyst. It was the 
size of an adult head and it ruptured while the 
peritoneum was being stripped, giving issue to much 
inspissated blood and clots with an offensive odour. 
Professor Cestan thereupon performed total hyster¬ 
ectomy with removal of the adnexa. Abdominal 
and vaginal drainage. The patient suffered a good 
deal from shock, and on the morrow there was 
marked dyspnoea, cyanosis, extreme prostration, 
incessant vomiting and hiccup, scanty urine, total 
absence of discharge from the drainage-tubes. 
Thereupon 20 c.c. of electrargol was injected via 
the drainage-tubes into the abdominal cavity and 


another 10 c.c. was injected into the left median 
cephalic vein. In the evening the temperature had 
risen to ioi° F. with a pulse at 140 and the vomiting 
was subsiding. A very foetid fluid was withdrawn 
from the vaginal drainage-tubes. On the 12th 
another 20 c.c. was injected into the abdomen via 
the tubes and a further 10 c.c. injection was made 
into the vein. This was followed by a sharp 
reaction, the temperature rising at once to 103*5° 
F., but the general state was obviously improving. 
The improvement continued, and on the 14th a 
last intra-venous injection of 10 c.c. of electrargol 
was given. Thenceforth the patient made steady 
progress towards recovery and was discharged well 
on February 9th. The author remarks that each 
intra-venous injection was followed by a sharp 
reaction and a corresponding improvement. During 
the first three days everything pointed to the 
likelihood of a fatal result. 

® A second case was that of a young woman, aet. 
22 years, upon whom nephrectomy was performed 
on May 14th for infected suppurating hydrone¬ 
phrosis. On the morning of the 15th the patient was 
much prostrated, the pulse was small and rapid 
(120), temperature ioi°F., tongue dry, bilious 
vomiting, distended abdomen. So unpromising was 
her condition that camphorated oil and normal saline 
solution were injected, and at the same time 20 c.c. 
of electrargol was injected into the vein at the 
elbow. Two hours later she had a rigor, and the 
temperature ran up to 103*7° F., with persistent 
vomiting; pulse 140. On the morrow the tem¬ 
perature had fallen to 99 * 5 ° and the pulse to 100. 
A second injection of 10 c.c. of electrargol was 
made into the vein, and on this occasion the only 
reaction was a rise of temperature to 101*5°. She 
passed a quiet night and was manifestly much 
better on the 17th. She was given an intra¬ 
muscular injection of 10 c.c., which was not 
followed by any reaction, and from that time forth 
she made steady progress. She was able to get up 
on June 2nd. 

Among the other cases reported was one of 
gangrene of the leg in a child, set. 9 years, conse¬ 
quent upon an extensive gunshot wound followed 
by septicaemia. The aspect of the case was most 
unpromising even after amputation, but repeated 
injections of 20 c.c. of electrargol determined im¬ 
provement and ultimate recovery. 

Ten cases of puerperal fever in which the course 
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of the infection appeared to be immediately modi¬ 
fied by the employment of an electric colloid are 
recorded by Dr. J.T. Alonso (‘Revista de Medicinal 
July, 1910). Two of them in particular were 
characterised by wide oscillations of temperature, 
running as high as 105-5° with a pulse of 140, 
delirium and intense prostration. Local treatment, 
the employment of antistreptococcic serum and 
fixation abscesses having failed to effect any | 
improvement recourse was had to electrargol. 

Case i. —J. S— ,primipara, delivered on February 
18th by the aid of forceps. Symptoms of infection 
made their appearance on the evening of the 20th; 
treated by irrigation with permanganate of potash 
and iodised water, plus the injection of 20 c.c. of anti¬ 
streptococcic serum. As matters continued to get 
worse, 30 minims of turpentine was injected beneath j 
the skin of the thigh on the 21st for the purpose.of a j 
fixation abscess and the serum injection was j 
repeated. On the 23rd the patient had a series ^ 
intense rigors followed by copious sweats, tempera¬ 
ture 105*5° F., delirium. The fixation abscess did j 
not form, and, as the outlook was most gloomy, 10 
c.c. of electrargol was injected beneath the skin of 
the abdominal wall at 7 p.m. At 3 a.m. there was 
abundant diaphoresis, and the temperature fell to 
normal. The injections of electrargol were repeated 
on the 25th, 26th and 27th, but although there 
were one or two attacks of shivering the fever did j 
not return, and on the 27th the patient was 
evidently on the way to recovery. Four more | 
injections were given to obviate any recurrence of 
the infection and the patient made an uninterrupted 
recovery. I 

Case 2.—R. H—, aet. 37 years, delivered of twins 
on March 20th. On the 21st she complained of j 
headache, and on the 22nd the temperature rose to 
103*6° F. Vaginal irrigation with iodised water and 
a 20 c.c. injection of serum did not determine any 
improvement, and turpentine injections sub¬ 
cutaneously failed to excite any reaction. On the 
26th the temperature suddenly rose to 105° F. after 
a violent shivering fit, the tongue was dry, and the 
patient was light-headed. Early in the following 
morning there was profuse sweating. On the 27th, 
after consultation, 16 c.c. of electrargol was injected 
beneath the skin during a rigor\ which seemed to 
be curtailed thereby and the sweating was less 
copious. The morning temperature on the 28th 
was 100*5° F., but after a further injection of elec¬ 


trargol it fell to normal. The injections were 
continued for three days more, when the patient 
became convalescent. 

The results of the treatment in the hands of 
this observer (ten recoveries in ten cases) resemble 
those obtained by Dr. Bue, of the Maternity 
Department of the Charity Hospital, who reports 
seven consecutive recoveries from puerperal fever 
by this mode of treatment. Bonnaire and Jeannin, 
on the other hand, using collargol (which is a 
chemical colloid of silver), only obtained thirty- 
three recoveries with thirteen failures. 

Dr. Alonso, while admitting that intra-venous 
injection of electrargol is in many respects prefer¬ 
able in urgent cases, holds that it is not necessary 
to have recourse thereto unless the hypodermic 
method has failed. Most observers, however, 
prefer the intra-muscular mode of administration, 
which is quite painless, and is quite free from risk. 

The literature of the subject is now very volu¬ 
minous, and it is worthy of note that the electric 
colloids yield their most brilliant results in the 
gravest forms of constitutional infection—forms 
which hitherto seemed to defy treatment of any 
kind. It is important not to defer their use until 
the patient is too prostrated to furnish a reaction 
of any kind, and there is the less reason for delay 
seeing that the electric colloids are absolutely 
innocuous—in fact they absolutely fulfil the injunc¬ 
tion, primutn ?wn nocere. 

May 27 th, 1912. 


Thymectomy. —Olivier declares that subtotal 
subcapsular thymectomy is a simple operation that 
any practitioner should be able to do, while it is 
the only treatment for serious disturbances from an 
enlarged thymus. There is no operative mortality 
provided that no attempt is made to drain and 
that the thymectomy is not preceded or followed 
by tracheotomy or removal of any septic organ. 
Neglect of one or more of these precautions was 
responsible for the fifteen deaths on record in the 
forty-two cases of thymectomy that have been pub¬ 
lished. The thymectomy itself was not responsible 
in any instance, but it put an end at once to the 
permanent suffocation in twenty-five out of twenty- 
eight cases, to paroxysmal suffocation in ten out 
of twelve, and to the stridor in twelve out of 
sixteen. In conclusion he lists twenty-three quite 
recent articles on the subject.— Journ. A.ALA. y 
vol. lviii, No. 19. 
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A LECTURE 

ON the 

TREATMENT OF JOINT EFFU¬ 
SIONS AND OF SOME 
FRACTURES. 

Delivered at the Polyclinic. 

By the late SIR FREDERICK WALLIS, M.B., 
B.C., F.R.C.S., 

Surgeon to Charing Cross Hospital. 


Ladies and Gentlemen, —I wish to speak to-day 
on some practical facts in the treatment of joint 
effusions and of some fractures which I have 
derived from my own experience. 

I want first of all to say something about syno¬ 
vitis, i. e. effusion into a joint. My remarks will 
mainly concern the knee-joint, as it is the joint 
affected mostly in this way, and it will be this joint 
I shall have in my mind whilst I am speaking; 
but what I say about this joint will be largely true 
of other joints as well. 

Traumatic Synovitis. 

In these cases there is always a history of some 
accident, and immediately afterwards, or soon after¬ 
wards, the joint swells. Tnis swelling is an effusion 
into the joint, and consists of synovial fluid and 
blood. If the effusion has not come on quickly it 
will consist mainly of synovial fluid. On the other 
hand, if the effusion occurs quickly the effusion 
will be mostly blood, and this means a more exten¬ 
sive traumatism than if the effusion is from the 
synovial membrane only. In children and young 
adolescents care must be taken to differentiate 
between traumatic and acute infective synovitis. 
In both cases there will be a history of injury. In 
these cases the hip-joint is more often affected than 
any other, but whatever joint is affected it is of the 
greatest importance that they should be recognised 
and treated early. The difference in the symptoms 
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between acute traumatic synovitis and acute infec¬ 
tive synovitis, which will be attributed to trau¬ 
matism by the people who bring the case to you, 
is that in the infective synovitis the patient is very 
ill (and has become so rapidly), with a temperature 
of 102 0 to 104° F., and is apt to be delirious. 
When the joint is opened, which should be done 
as soon as possible, it will be found that the fluid 
is turbid, and on examination streptococci will be 
found. It is important to discriminate between 
these two forms of synovitis, both of which may 
occur in young people, because the infective form 
needs immediate operation. The treatment of 
traumatic synovitis consists in using very hot appli¬ 
cations, gentle massage to start with, and moderately 
firm bandaging. Skilled massage is most effective. 
We can all rub a joint to some extent, but it is the 
skilled massage which produces the best result. 
The limb must not be fixed too long, and move¬ 
ments must be begun early and carried out suffi¬ 
ciently and thoroughly, otherwise adhesions will 
occur. In the ordinary way the patient commences 
to move the knee gently through a certain angle. 
If this range of movement is not gradually in¬ 
creased both ways until complete flexion and 
extension are produced—I am speaking particu¬ 
larly of the knee-joint—and if too much notice is 
taken of the objections of nervous patients, it will 
be found that, owing to the resistance to those 
movements on the part of the patient, later on 
pain will occur in certain positions of the joint, 
which will be due to adhesions which have formed, 
and the medical man will get the blame for that. 
Such a patient one day goes to the bone-setter, 
who will give the joint a twist and, breaking the 
adhesions, will cure the patient, and will get the 
credit for that. Such a possibility should be a 
thing of the past with us if we, as practitioners, 
treat our patients properly in these cases of injury. 
The old idea of encasing a limb and keeping it 
rigid has gone by. But I think we do not go far 
enough, and the work is not done thoroughly and 
completely enough. On this subject in connection 
with fracture I shall have something more to say 
later on. 

Subacute Synovitis . 

Subacute synovitis not originally due to injury 
is always infective, and when a single joint be¬ 
comes affected without any traumatic history or 


tuberculous history or any known cause in an 
otherwise healthy person, the probability is that it 
is a gonococcus infection. I have proved this over 
and over again, and I believe I was one of the first 
in this country to open a joint for this subacute 
synovitis of infective origin. I read a paper “On 
the Diagnosis and Treatment of Various Forms of 
Septic Synovitis ” which was published in the 
January number of the ‘ British Medical Journal ’ 
in 1903. In this paper I gave examples of gonor¬ 
rhoeal effusions, pyaemic affections, pneumococcic 
effusions, and other effusions due to various micro¬ 
organisms, and in all these the joint, whichever it 
was, had been opened, washed out, and, in most 
cases, sewn up again. One of the first to call 
attention to the fact that these joint swellings were 
not all rheumatic in origin was Dr. Rolleston, at 
St. George's Hospital, and he wrote about this 
from the physician's point of view, and said he was 
sure these joints were not rheumatic in every case. 
Remember these joints used always to be attributed 
to rheumatism ; and when such a patient was 
brought to hospital with a swollen joint it was put 
on an inclined plane and the leg raised, and the 
patient was treated as a case of rheumatic fever. 
Dr. Rolleston laid stress on a point which I have 
had a great deal of faith in as a help to diagnosis, 
viz. that the skin of these people is found to be 
harsh and dry to the touch, and that the people 
themselves feel ill, far worse than one would expect 
them to feel for an ordinary synovial effusion, or 
sometimes even a rheumatic one ; and, in addition, 
it must be remembered that in rheumatic fever 
perspiration is generally profuse. But these people 
I am speaking of do not perspire; they have a 
raised temperature and a joint effusion due to 
some infective condition. In all these cases when 
the effusion persists the joint should be laid open 
and washed out with some non-irritating solution. 
Lay open the joint in the place where it is easiest 
to get at, and examine the joint with your finger 
to see the state of the synovial membrane, and 
thoroughly irrigate it. When possible, note par¬ 
ticularly the state of the articular surfaces. As 
a rule the fluid will be turbid, and both this and a 
piece of the synovial membrane should be exa¬ 
mined bacteriologically, and microscopically also if 
necessary. These cases usually do extremely well 
except when the infection is tuberculous. If there 
is much lymph about, and if you are uncertain 
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whether you have thoroughly cleared out the joint, 
it is a good plan to keep an ordinary rubber 
drainage-tube in for three or four days. If a tube 
is left in a joint, one does not do this unless there 
is a good reason. 

These joints can be helped by using Bier’s con¬ 
gestive treatment. A rubber bandage applied 
below and above, and left ort for three, four, to 
six hours, according to what the patient can stand, 
and then taken off from two to three hours, is 
materially helpful in getting a good result. Addi¬ 
tional help can be obtained by vaccine treatment. 
I do not want to say anything this afternoon about 
vaccine treatment, before which I think there is a 
great future. In certain instances in which I have 
used it it has done good, but do not be too much 
disappointed if you do not always obtain good 
results from vaccine treatment at the present day. 
I am sure greater success of the treatment will 
come. A recent treatment of tuberculous joints 
and lesions has been to expose them to the sun’s 
rays. This is best done at a high altitude in winter, 
at which time the actinic rays of the sun are most 
powerful. I have lately returned from Switzerland, 
where I have seen some extraordinarily good 
results from this treatment in St. Moritz, by Dr. 
Bernard. It is remarkable what is done by means 
of the sun there. Tuberculous bone lesions and 
tuberculous joints and tuberculous dermatitis are 
exposed to the sun’s rays, commencing with fifteen 
minutes at a time and going up to forty-five minutes 
and then an hour. And Dr. Bernard says that 
after five or six weeks of this treatment these cases 
get better. He also says that he rarely finds it 
necessary to operate in these cases under the cir¬ 
cumstances of altitude and sun. In these lower 
altitudes when tubercle has affected the whole of 
the synovial membrane of a joint, I am satisfied 
that it is necessary to lay the joint freely open by 
dividing the patella in the first instance, and 
exposing by complete flexion of the joint the 
whole of the joint surface. The thickened synovial 
membrane is all cut away with scissors and any 
foci of disease in the bone are thoroughly scraped 
out. The whole surface of the joint which has 
been exposed is then painted over with pure car¬ 
bolic acid. The appearance of the tissues when 
this has been done is curious: they look grey, 
ashy and dead, but this only lasts two or three 
minutes, and then you see the activity of the 


tissues asserting itself, and the blood comes pouring 
through the grey mixture which has been formed 
by the carbolic with the tissues. In fact you kill 
the superficial tissues to a large extent, but at the 
same time by your treatment you have excited 
very much bleeding from the cut tissues, which go 
on oozing, with the result that there is practi¬ 
cally an open Bier’s congestion treatment. Finally, 
the knee-joint is closed by wiring the patella and 
sewing the superficial tissues together and leaving 
a drain on either side of the wound. These cases, 
if looked after, do extremely well. There will 
rarely be movement in such joints, but excision is 
never necessary. I have done a great many of 
these cases during the last fifteen years. Some 
day I shall publish them. I think it is the most 
effective way of dealing with a tuberculous joint, 
especially the knee-joint, and it does away entirely 
with the necessity of carrying out the old-fashioned 
excision. 

Now I want to say a few words about fractures. 
There is always trouble with fractures sooner or 
later, so we cannot know the A B C of the 
principles of fractures too thoroughly. First it is 
necessary to have a knowledge of the history of 
fracture. That is of the greatest importance, and 
I do not think sufficient attention is paid to it by 
medical men after they have left the hospital. A 
knowledge of the history will tell us very much 
with regard to the force used, and the amount of 
bruising and displacement which have occurred. 
If you start with a knowledge of that you know 
more or less how to handle your patient and 
what you are to look out for. So I suggest—for 
although we are no longer students in the hospital 
we are always students of our subject—that when 
you meet with a really bad fracture, that the real 
facts about the injury, whether it is due to the 
rolling of a horse, or a slip from a side-walk, or a 
fall from a house, or a direct blow, are of the 
greatest interest and usefulness in finding out how 
to treat a case afterwards. Another thing is that 
you must have an X-ray photograph whenever you 
can get it. If you can get such a photograph and do 
not and you are found to be wrong you will be 
blamed for it, and I do not know whether you will 
not deserve it. Here I show you two photographs 
of the same fracture. One is a lateral view, and 
the other is an antero-posterior view of a bad 
fracture of the tibia. Anyone who took a picture 
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of the lateral view only would say it was in fairly 
good position, and you will say it need not be 
bothered about. But an antero-posterior view 
would show you the state of matters, and cause 
you to express a quite different opinion ; you can 
see the malposition of the fragments. That is a 
thing which you must be very careful about. Be 
careful, therefore, to take two X-ray pictures, one at 
right angles to the other; this will enable you to 
judge correctly as to the position of the fragments. 
When you have a fracture like this, and after 
manipulation and using all sorts of devices you fail 
to get it into good position, you are wasting 
valuable time unless you consider the advisability 
of having something done in the way of operation. 
If the bone will come into good position and you 
can keep it so, of course the result will be good if 
the after-treatment is properly carried out. But if 
you cannot get it into good position you must 
consider the question of an operation. This was 
one of this sort of accident. A gentleman, fairly 
on in years, was skating, and his skate got into a 
crack of the ice, and in consequence he fractured 
his tibia—a spiral oblique fracture ; his fibula was 
not fractured. He was kept in Switzerland for six 
weeks in plaster-of-Paris, and at the end of that 
time they sent him home in plaster-of-Paris. Mr. 
Romer and I saw him in consultation, and after 
removing the plaster-of-Paris found that he had 
no union. During this six weeks his muscles had 
atrophied, the plaster-of-Paris had done no good, 
and the bone surfaces had become more or less 
eburnated, and it might have been very difficult to 
get them into position. And more than that, just 
over the strongest part of the tendo Achillis the 
plaster-of-Paris splint had rubbed an ulcer so deep 
that it had gone through the skin, and the edge of 
the ulcer had become adherent to the tendo 
Achillis. The result was, as it is in all these cases, 
that as long as the leg rested the ulcer would heal 
up to a certain point, but directly the man started 
to walk and move his tendo Achillis about the ulcer 
broke down again. Some years ago I invented an 
operation for the cure of these skin-bound ulcers, 
and I do not know any other method which will 
cure them. In this case a three-inch curvilinear 
incision one and a half inches from the ulcer on 
either side was made through the depth of the 
skin and undercut to the edge of the ulcer. When 
this was done the edges of the ulcer were refreshed 


and all the granulations scraped away, and then the 
two edges of the ulcer were sewn together. The 
tension on the outside incisions causes a gap, 
because the undercut flap has to be pulled in, and 
according to the extent to which you have had to 
pull to get the edges together the larger the gap 
will be. This space is filled up with Thiersch’s 
skin-grafts from the .thigh of the other leg or from 
the same leg. This skin operation was far more 
trouble, and took longer than the plating of the 
ununited tibia. 

The present custom of leaving off treating frac¬ 
tures too soon should be abandoned. Everybody 
now knows that the modern and most effective 
treatment of fractures is to start massaging them on 
the eighth day, and not to keep splints on too long. 
Most of us leave off treating these fractures far too 
soon; it might almost be said that we stop treating 
them at the stage when we ought to begin. It is 
just because of this that the bone-setting fraternity 
flourish. It is much to our advantage as well as 
that of the patient to continue the treatment right 
through. Suppose a man in the country or in any 
place where he could not get everything he wanted, 
or even in London, were to learn massage properly, 
what an extraordinary advantage it would be to 
him. He learns first of all light massage, and 
then the deeper massage, and all the varieties 
which are so desirable in all traumatisms. A man 
with this knowledge will bring credit to himself* 
and be of the greatest use to his patients. And 
when he knows that bone-union has taken place he 
can make his massage more and more vigorous 
and bring to bear suitable exercises. There are 
suitable exercises for every limb, and sooner or 
later we shall have to learn what they are and what 
they mean. If you cannot do them yourselves you 
can get a fair substitute. This is one of the great 
points which we shall have to consider in the 
future, and remember that we must continue our 
treatment of fractures for a much longer time than 
at present. The real treatment of a fracture does 
not end when the bone has united, it begins then. 
The first thing is to get good bony union. And 
after there has been prolonged treatment of a frac¬ 
ture you must remember you cannot merely say, 
“ Get up and walk,” or “ Throw your arms about,” 
you have to teach the patient hmv to use his limbs 
again. This is done by means of proper exercises. 
I think we might very well have regular schools 
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for teaching massage and exercises to men students. 
If men with this knowledge went into practice into 
the country, to the colonies, or in the Services, 
their knowledge would save much distress and 
avoid bad results, and it certainly would be good 
for the men themselves. I think the treatment of 
fractures should be carried on longer than at 
present, otherwise there is a likelihood that the 
patient will have to go about with a stiff limb, or 
with synovitis and adhesions, etc. A form of 
treatment which is very beneficial in association 
with what I have said is the method which is 
known as intensive irradiation, that is to say inten¬ 
sive light combined with very great heat and with 
this the wave-current from a static machine. But 
this, of course, is somewhat luxurious. Still, it is 
a very good luxury if you can have it, and I can 
assure you that the benefit to be derived is wonder¬ 
ful ; it shortens the time and lessens the pain and 
produces better results than by the old methods. 
Mr. Romer and Dr. L. Eliot Creasy wrote a series 
of articles on bone-setting and the treatment of 
painful joints and published them through Nisbet 
and Co. in a small book, of which I have brought 
a copy for you to see, and I can recommend it to 
you, gentlemen, if you have not seen it, because I 
feel sure there is very much in it which you are 
not at present acquainted with. I admit that most 
of it I did not know, although I was supposed to 
know something about fractures and synovial effu¬ 
sions. You will also find set forth in it many little 
details which must be of great importance to you, 
gentlemen, in practice. The only criticism I have 
to pass on it is that there is not enough of it. 


Boraoio Acid Poisoning.— Harley formerly 
used boracic acid solutions for lavage of the bowel 
in cases of colitis, but, after having seen symptoms 
arise in at least three patients, decided it might 
not be such a harmless method as one would be 
inclined to believe. Although when used as an 
intestinal douche he has not found it to cause any 
serious symptoms, it has, apparently, frequently 
caused marked symptoms of toxaemia. He believes 
it is probable that this poisoning, if in reality 
caused by boracic acid, is due to some idiosyn¬ 
crasy, as one frequently has been carried out over a 
considerable period without any toxaemia .—Journ* 
vol. lviii, No. 19. 
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Gentlemen, —The subject of my discourse to you 
is the ultra-microscopic causes of disease. This 
phrase, “ultra-microscopic causes,” might, of course, 
be used in various senses. Just as we all of us are 
different in form or feature, so we differ in more 
subtle ways—in constitution, in diathesis for 
instance; and those various differences of con¬ 
stitution and diathesis and so on are probably at 
present quite unintelligible to all our means of 
investigation, and might therefore come under the 
term “ ultra-microscopic,” or beyond the range of 
the microscope. 

The various diseased conditions which may 
ensue from hereditary tendencies might similarly 
be classed as ultra-microscopic, and in conditions 
like hysteria and certain mental diseases, up to the 
present no definite structural departures from the 
normal have been demonstrated. At the same 
time we can hardly imagine that such departure 
from the normal should not be correlated with 
some difference in structure of the cells or of the 
tissues ; they may be there but they have not yet 
been seen. It is, however, not in this sense that I 
propose to discuss ultra-microscopic causes of 
disease. 

It is with reference to certain infective diseases, 
diseases which may be infectious, contagious, or 
infective, transmissible by inoculation, that the term 
“ultra-microscopic” is used nowadays. There 
are a number of infective diseases with which 
no micro-organism has yet been associated with 
certainty. Among animal diseases there are, for 
example, Cape-horse sickness, swine fever, bird 
molluscum, dog distemper, pigeon diphtheria. 
Among human diseases there are yellow fever, small¬ 
pox, vaccinia, chickenpox, scarlet fever, measles, 
molluscum contagiosum, hydrophobia, trachoma 
and many others. It is true that various micro¬ 
organisms have been associated with some of these 
diseases, but such organisms are not accepted by 
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the majority of observers as being the causes of 
those conditions, or at any rate their causative role 
is regarded as not proven. 

How is it that in diseases like those just men¬ 
tioned, of frequent occurrence and with a very 
definite clinical course and pathology, it has been j 
impossible to find micro-organisms, whereas in j 
many other diseases there would seem to be no 
particular difficulty? Various factors, of course, may 
come in. The organism may be located in some 
particular locality, or it may be very scanty and 
may need a special method of staining for demon¬ 
strating it, or it may undergo degenerative changes 
and become slightly visible, and so on. The 
reason why the organisms are not found in some 
of those cases at any rate is simply due to various 
difficulties of finding the organism, a difficulty 
which may ultimately be solved. 

You have an instance of the difficulty of finding 
an organism in the case of the organism of syphilis, 
which a few years ago was quite unknown. Once, 
however, having obtained methods of differentiat¬ 
ing it, we can every day, if we like, demonstrate 
the presence of it in various lesions of syphilis. 

Secondly, it is conceivable that some of those 
diseases which are apparently infective diseases are 
not due to living micro-organisms. It is conceiv¬ 
able that a body of the nature of a ferment might 
in certain instances cause pathological conditions 
giving rise to disease; and the transmissibility of 
the disease by infection or injection might con¬ 
ceivably be due to propagation of the ferment 
which was able to originate the disease. As I say, 
such a substance is conceivable, and the existence 
of such a class of diseases has been postulated by 
various observers, as by Professor Benjamin Moore, 
of Liverpool. Diseases in which no micro¬ 
organisms are found may be due to a non living 
substance, a ferment, which causes the disease and 
which is capable of regeneration in certain circum¬ 
stances, so that the disease becomes transmissible 
by infection or by inoculation; it acts, that is to 
say, like an infective disease. So far as I know 
there is little, however, to support such a hypothesis. 

It is at best but a hypothesis, conceivably true, of 
which, however, there is no demonstrable certainty. 

A third reason why micro-organisms have not 
been found in the case of so many of these 
diseases may be due to the fact that some micro¬ 
organisms are so small that they cannot be seen 


with our present optical appliances. We have a 
good deal of evidence in favour of this hypothesis 
in the case of several diseases. Owing to certain 
optical principles it is not possible to see an object 
below certain dimensions; if the object is below 
j these dimensions it becomes invisible by our 
j present optical appliances. And this invisibility 
has nothing whatever to do with magnification. 
The invisibility is due to what is termed resolution , 
which is a totally different thing from magnifica¬ 
tion. Practically there is little or no limit to the 
amount of magnification you can have either 
visually or by photographic means. It is, however, 
useless to increase magnification beyond a certain 
point unless you can also increase resolution. 

If you take a modern microscopic lens—a dry 
lens, a lens working in air, with a layer of air 
between it and the object—it is capable of 
resolving about 120,000 lines to the inch. That is 
to say, if you have ruled on a glass plate equidis¬ 
tant fine lines more than 120,000 in the inch you 
would not see them ; it is only your very best dry 
lens that will show 120,000 such lines. The 
ordinary microscopic lens would probably not show- 
more than 90,000 to 100,000 lines to the inch. 
With an oil-immersion lens you would increase 
your resolution so as to be able to see about 
146,000 lines to the inch. It is possible to rule 
on glass as many as 500,000 lines to the inch, but 
these are quite invisible microscopically and we 
know that they exist only by their optical proper¬ 
ties. They tend to split up the beam of light into 
its various elementary colours, and by this effect 
we are able to judge the number of lines present. 

You can increase your resolution perhaps up to 
160,000 lines or thereabouts by using violet light, 
but when you have come to the end of the violet 
you have no longer visible rays; you cannot increase 
the resolution any further. When I say “ by using 
violet light ” I mean spectral violet light—not just 
using violet glass, but monochromatic light. 

Photographically you can further increase your 
resolution by making use of the ultra-violet rays, 
rays of still shorter wave length than visible violet 
rays. You can render visible with that perhaps 
250,000 lines to the inch. This, however, can only 
be accomplished by making your optical apparatus 
entirely of quartz, because the ultra-violet rays, 
though they pass through quartz, are stopped by 
ordinary glass. The ultra-violet rays for such an 
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apparatus are generated by passing an electric spark 
between cadmium or magnesium terminals; then 
you have light very rich in ultra-violet rays. So 
that with such an optical system and the use of 
ultra-violet light and photographic plates which are 
sensitive to those rays, you can have your object 
photographed, although you cannot see it. 

But with all these means you have a limit, and 
probably an object of under o'16 micron is quite 
invisible with the best optical appliances; and one 
half this size is unresolvable even by the ultra-violet 
rays photographically. Visually, when an object 
comes into the region of a little under one fifth of 
a micron you cannot see it,‘even though you use 
the very best lenses. Although an object of such 
dimensions is very small, compared with molecules 
it is of course very large ; you may have a very 
considerable number of ultimate panicles of matter 
in a body of such dimensions. So that there 
is no inherent difficulty in conceiving that micro¬ 
organisms may possess such small dimensions as 
those I have just given. (A micron = *a<jo^inch.) 

As a result of researches carried out by Sir John 
McFadyean in connection with the disease termed 
Cape-horse sickness, it was found that the blood- 
serum of the infected animals, when filtered 
through a Berkefeld or a Pasteur-Chamberland 
filter, is still infective. Not only was this the case, 
but when the blood was filtered through a Cham- 
berland filter of still greater density—the ordinary 
Chamberland filter is the “ F ” ; you can get the 
“B,” which is a much finer filter—it was found 
that the blood-serum was still infective when 
passed through the candle of the “B” filter, having 
excessively fine pores. 

Then Reed and Carrol, American investigators 
of yellow fever, found that the serum of yellow 
fever patients is infective after filtration through 
a porcelain filter. 

In the case of rabies, again the virus is a filter- 
passer; it passes through a fine porcelain filter, and 
Anderson and Goldberger showed last year that 
the measles virus passes through a Berkefeld filter. 

Scarlet fever has been conveyed to apes by 
various observers. Bernhardt has found that the 
scarlet fever virus is similarly a filter-passer. At* 
any rate in two out of four experiments the filtrate 
was infective to apes, and the disease can be 
carried on from ape to ape. 

The virus of pigeon diphtheria may also be a 


filter-passer, as is also that of both bird and human 
molluscum. 

Perhaps the most notable example of a filter- 
passer, about which a good deal has been written 
during the last year or two, is in the case of the 
epidemic poliomyelitis or infantile paralysis. In 
some of these cases the organism may possibly be 
just visible. For instance, in the case of the virus 
of poliomyelitis Flexner and Lewis found that if 
the infective material is inoculated into a mixture 
of broth or into ascitic fluid the liquid becomes 
turbid after a variable period of incubation, and 
Landsteiner, on staining portions of this fluid by a 
modified Loeffier flagella stain, found that extremely 
small round corpuscles were present in the media. 

In the case also of the virus of the pleuro pneu¬ 
monia of cattle, similarly in cultures made from it, 
it was found that with the very best optical 
appliances it is possible to see minute bodies 
present. 

So that with some of these viruses there is 
microscopical evidence that you have organisms 
which are just within the limit of visibility; with 
others the organisms are beyond the limit of visi¬ 
bility and cannot be seen. 

There is of course another apparatus, termed the 
ultra-microscope, by which particles far smaller than 
those mentioned may be rendered visible. You 
will be able, for example, to see particles of 
colloid which will pass through the finest filter. 
But unfortunately with this ultra-microscope the 
particles assume no shape or form; the particles 
are simply seen as luminous points. So that I do 
not see that one is going to gain very much by the 
use of the ultra-microscope in the investigation of 
this class of organisms—these extremely minute 
forms. I do not see how you can differentiate by 
means of your ultra-microscope between the 
particles of colloid and the particles of extremely 
minute micro-organisms. I think, then, we have 
very good evidence for believing that a number of 
micro-organisms exist which are of such dimensions 
that they are not visible by any of our optical 
appliances, and are able, being so small, to pass 
through very fine filters such as the porcelain filters, 
and hence the viruses are known as “ filter- 
passers.” 

There are some other interesting points to be 
noted in connection with some of these diseases. 
If you take the case of molluscum contagiosum 
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you have present molluscum bodies about the 
nature of which a considerable amount of contro¬ 
versy has raged. Formerly it was believed that 
molluscum bodies themselves were large protozoan 
parasites similar to the coccidia of the rabbit. 
That idea has now been given up owing to the fact 
that the virus is a filter passer. 

Again, in hydrophobia you find in the central 
nervous system what are known as Negri bodies. 
If you stain films made from the hippocampus 
major you find the presence, in more or less abun¬ 
dance, of those curious bodies, frequently in the 
ganglion cells, and appearing as corpuscles with a 
definite capsule, and the capsule may include 
several of these corpuscles. These Negri bodies are 
pathognomonic of rabies, and they are a very 
valuable means of diagnosing the condition. All 
you have to do is to make your smear, and stain 
and examine it. These bodies are met with only 
in hydrophobia, and hence are pathognomonic of 
the condition. If, however, these bodies are the 
infecting organism, as might be surmised, they cer¬ 
tainly are not ultra-microscopic. 

You have also in smallpox and vaccinia various 
bodies (Guarnieri bodies) in the cells, “cell inclu¬ 
sions ” as they are sometimes termed. You have 
in trachoma, trachoma bodies, in variola bodies 
described by Councilman and Calkins in the 
epithelial cells of the skin. Finally you have 
present similarly in the cells of the skin, in scarlet 
fever, bodies known as Mallory bodies. Here are 
some pictures of the Negri and Mallory bodies. 
It is curious that in several of those diseases which 
probably have ultra-microscopic organisms, you 
should have these bodies in the cells, bodies which 
are far too big to be ultra-microscopic organisms. 
It is not known what connection there may be 
between these cell inclusions and the ultra-micro¬ 
scopic organisms; it may be that these bodies are 
simply forms of cell degeneration peculiar to the 
diseases in which they occur. 

Quite recently, however, another suggestion has 
been made with reference to the nature of these 
bodies and their possible connection with ultra- 
microscopic organisms. A German protozoologist, 
von Prowazek, believes that there is a class of proto¬ 
zoa which he terms Chlamydozoa, and which are 
parasites of cells, and the suggestion is made that 
these various cell inclusions, such as the Mallory 
bodies in scarlet fever and the Negri bodies in 


hydrophobia, are not the organisms themselves, but 
are the reaction of the cell to the presence of the 
organism. The organism is in the cell, and reac¬ 
tion of the protoplasm of the cell takes place 
whereby the organism becomes encapsuled as it 
were, which results in the structure, the cell inclu¬ 
sion. The actual organism is probably in the 
inclusion and is associated with the inclusion. In 
this way you can correlate the fact that you have a 
visible structure such as this, with a virus which is 
a filter-passer. 

The life-history of the parasite is indicated by 
von Prow'azek as occurring as follows. The cell 
inclusion originates ift what may be termed an 
initial body, a small ovoid body exhibiting very 
often a bi-polar staining, just visible with the best 
optical appliances and apparently capable of divi¬ 
sion. The presence of this initial body stimulates 
the cell to produce the reaction which results in 
the cell inclusion, and the nuclear body which you 
may see in the Negri body, for example, is apparently 
an initial body, the remaining part of the structure, 
the capsule, etc., being formed by the reaction of 
the protoplasm of the cell. 

Then sometimes by multiplication several of 
these initial bodies are formed which range them¬ 
selves in quite a definite manner around the 
periphery of the cell inclusion. At a later stage 
these initial bodies break up or produce an enor¬ 
mous number of what are termed elementary 
bodies, bodies which sometimes are just visible with 
the best optical appliances; at other times the 
probability is that they form the actual particles of 
the filtrable viruses. These elementary bodies, 
then, perhaps may be regarded as the spores 
produced by the parasites. It is they which form 
the viruses which in a number of instances are so 
small that they cannot be visibly stained, and are 
capable of passing through the finest filters. If 
they enter an animal they infect it and produce 
the initial bodies which stimulate the cells to 
produce the bodies which we term ceil inclusions 
and which are quite visible. It sefems quite a 
plausible hypothesis, and fits in quite well with the 
various facts that we know. In the case of the 
molluscum contagiosum the large molluscum 
bodies are the results of the stimulation of the 
cells. It is interesting to note that all these 
parasites are parasites of epithelial cells, such as 
the presumably parasitic bodies of scarlet fever, 
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variola, and vaccinia in the skin, and the Negri 
bodies of hydrophobia, the central nervous system, 
ganglion cells and neuroglia, being of epiblastic 
origin. 

I think these comprise practically the facts with 
regard to ultra-microscopic organisms. The subject 
has opened up quite new lines in the aetiology of 
certain infective diseases and the question of infec¬ 
tion, and has led to some very interesting results. 
For instance, until comparatively recently the 
disease known as swine fever had always been 
associated with a definite bacillus, the bacillus of 
swine fever, an organism belonging to the same 
class as that to which the typhoid bacillus and 
Gaertner bacillus belong. But research has shown 
that the bacillus which is invariably present in 
swine fever is simply a secondary or terminal infec¬ 
tion. The actual virus is a filter-passer. For years 
we have considered swine fever to be due to the 
bacillus of swine fever, and it is only within the 
last two or three years that it has been shown that 
the real virus is a filter-passer, and that the bacillus 
of swine fever is just a secondary or terminal 
infection. 

It is interesting, too, that in yellow fever 
Sanarelli years ago described the aeliological 
organism as the yellow fever bacillus. Apparently 
he had the misfortune in a certain number of cases 
of yellow fever to find this organism as a secondary 
or terminal infection. But the actual infecting 
organism is a filter-passer, and, owing to the fact 
that it is conveyed by a particular species of 
mosquito, is almost certainly protozoan. 

June 3rd, 1912. 


Skin Eruptions. — H G. Adamson states 
that the toxic erythemas, urticarias, and purpuras 
may be regarded as inflammatory reactions to the 
action of poisons, which act particularly upon the 
vessel walls and upon the tissues around. Possibly 
these poisons are toxins or products of living cells, 
either introduced as such or manufactured by the 
damage of the living cells by chemical or physical 
agents— i.e. they are foreign proteids. These 
foreign proteids act as do the toxins of microbes. 
They give rise not only to the local reactions (seen 
in the erythematous rashes) but to general reactions 
of defence. Hence they tend to produce a con¬ 
dition of hypersensitiveness, which is really the 
result of an effort of the body to rid itself of alien 
proteids, a stage toward the production of immu¬ 
nity.— Med . Rec ., vol. lxxxi, No. 18. 


FOUR LECTURES 

ON 

SOME COMMON DISORDERS OF 
NUTRITION IN INFANCY. 

By H. CHARLES CAMERON, M.A., M.D.Cantab., 
M.R.C.P., 

Assistant Physician and Physician-in-Charge of the 
Children’s Department, Guy’s Hospital. 

Lecture IV. 

Inanition and Marasmus. 

In the three preceding lectures I have spoken of 
some of the disorders in which diarrhoea and 
vomiting are prominent symptoms. I pass on to 
others in which the chief and most striking symp¬ 
tom is wasting. Loss of weight is a feature of 
most disorders, both acute and chronic, occurring 
in infancy. An infant under my care, whose weight 
was 8 lb., lost 14 oz. during an attack of pneumonia 
which lasted about ten days. Infants with any of 
the different forms of diarrhoea and vomiting which 
I have described tend to lose weight, though in 
varying degree and with varying rapidity. I wish 
now to speak, however, of infants in whom the loss 
of weight is the most striking symptom of all, who 
are not suffering from any infective disorder or 
from any constitutional disease, and who do not 
show either diarrhoea or vomiting. 

Such cases fall readily into two groups: first, 
those in which the wasting is due to inanition or 
starvation, who respond more or less readily to an 
increased diet by increased grpwth and develop¬ 
ment, and secondly, those which are due to 
marasmus , a condition which is accompanied by a 
lack of tolerance for food, so that when any attempt 
is made to increase the food to the amount neces¬ 
sary to ensure growth, symptoms of dyspepsia 
supervene, with diarrhoea and vomiting, and a still 
more rapid loss of weight. 

Symptoms of Inanition . 

By inanition, then, we mean the symptoms 
which are produced gradually by the partial star¬ 
vation of the child. 

The weight may remain stationary or gradually 
fall. Even in severe cases, in which the amount 
of food taken falls far short of that which is proper 
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for the infant's age and bulk, the decline in weight, 
though steady, is gradual, and the steep fall charac¬ 
teristic of summer diarrhoea or severe marasmus 
is not seen. In uncomplicated cases the fall in 
weight may proceed until an amount equal to 
about a third of the body-weight is lost. Thus, an 1 
infant of average size, in whom the inanition dates 
from birth, is probably in extremis when the weight 
falls to about 5 lb. The subcutaneous fat gradually 
disappears, and the infant's body has a slim and 
smooth appearance, due to the loss of all the folds 
and creases which the normal fatty covering of the 
infant produces. The extreme wrinkling and 
redundancy of the skin which is seen in true 
marasmus does not occur. j 

The skin is cool, and the feet and hands blue 
and cold ; the pulse is small, the fontanelle de¬ 
pressed, and the abdomen retracted. Constipa¬ 
tion is usually marked, and the stools, instead of 
showing the normal appearance, which has been 
compared to that of the yolk of an egg, are 
smaller, drier, and coloured either a dark brown or 
sometimes greenish-black, almost like meconium. 
The loud crying and restlessness, with which the 
normal infant resents any delay in feeding, are not 
prominent symptoms. These infants are usually 
passive and somnolent, and are apt to sleep 
through the usual meal-times. 

In breast-fed infants the behaviour of the child 
during nursing is characteristic. At first he may 
suck greedily, but in the-action the sucking move¬ 
ments are more frequent than normal, and the 
Swallowing movement less frequent. With the 
breast flowing freely, after every few sucking move¬ 
ments the infant audibly swallows the milk, often 
as he does so allowing some milk to escape from 
his mouth. With an empty breast there is much 
sucking, but little swallowing and no escape of 
milk. Often the infant ceases suddenly to suck as 
though recognising its futility. 

As the condition becomes developed syncopal 
attacks appear, each one of which is a grave danger. 
At other times attacks of cyanosis with failure of 
respiration occur, and these, too, constitute a 
warning of approaching death. These attacks are 
truly paroxysmal in character, and recovery from 
them may be apparently complete for the time 
being, so that there is some danger, when we see 
the infant on the morning after such an attack and 
find no trace of its presence, of minimising the 


danger and of paying too little attention to the 
parent's description. 

Somnolence, constipation, and attacks of syncope 
or cyanosis are among the most striking symptoms 
which accompany the wasting of inanition, and it 
is to be noted that they are in marked contrast 
with the symptoms of dyspepsia and disturbed 
digestion generally. 

Causes of Inanition . 

Among the neglected children of the poor, 
brought up by hand, we meet from time to time 
with instances in which inanition is due to pure 
starvation—to a dilution of cow's milk, or of con¬ 
densed milk far beyond all reasonable limits. 
More often the cause is to be looked for in the 
presence of some complication which may be very 
obvious or quite unsuspected. Cleft palate, pyloric 
stenosis, sublingual tumours, facial paralysis are 
obvious, and need only be mentioned. In the 
prematurely bom, too, the somnolence and the 
deficient sucking power make the provision of 
sufficient food a difficult matter. More apt to 
escape notice is the refusal to suck which results 
| from stomatitis, especially from the ulcers which 
are known as Bednar's aphthae. These ulcers occur 
at the posterior margin of the hard palate, one on 
either side of the middle line, at a point where the 
mucous membrane is tightly stretched over the 
bone beneath, and are probably to be explained 
by the constant friction of the rubber teat in bottle- 
fed babies, or by a rubber “comforter.” Some¬ 
times the somnolence and lack of appetite are to 
be explained by the insufficient expansion of the 
lungs known as atelectasis pulmonum. This con¬ 
dition is not uncommon after extremely prolonged 
and difficult labours in which there has been con¬ 
siderable difficulty in establishing the infant's 
respiration. In such children there is always great 
drowsiness, and the respiration is irregular and 
feeble, except when the child is stimulated by the 
application of cold, or by some other painful 
stimulus. Long apnceic periods are apt to occur, 
and such infants are very liable to be found dead 
in their cots, having ceased to breathe without a 
struggle. Although the respiration is feeble and 
halting, there is no true dyspnoea, and often no 
trace of cyanosis. In a well-marked case recently 
I under my care the evidences of difficult labour 
| were very marked. The right clavicle was frac- 
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tured, there was blood effused under the conjunctiva 
of one eye, and paralysis of some of the ocular 
muscles of the other. There was a deep depression 
over one parietal bone. For several days respi¬ 
ration was only maintained by constant stimulation. 
The child was immersed in a warm bath, from 
which it was momentarily raised, and cold water 
dashed over its head and chest. So soon as a 
strong inspiration was taken it was again lowered 
into the hot bath. Immediately after this treat¬ 
ment the child was comparatively active, the limbs 
were moved freely, the respirations were deep and 
sufficient, and if it was given the bottle it sucked 
greedily and vigorously. Within an hour or so the 
effect had usually passed off; the child subsided 
again into somnolence, the respiration became 
halting, and if the teat was placed in its mouth it 
made no effort at all to suck. The treatment was 
continued night and day for some days before 
improvement set in and recovery took place. 

A few infants will only suck when they are 
nursed in a reclining position in the nurse’s arms. 
Common-sense will suggest that it is well to 
examine the hole through the rubber teat. On 
one occasion I found that the milk only escaped 
with the utmost difficulty through the aperture. 

In artificially fed infants, however, inanition is 
rarely met with ; in breast-fed infants it is of much 
more common occurrence. Nature has taken very 
effective precautions against over-feeding in very 
young infants. When the child is born the mother’s 
breast contains very little milk. By his own efforts 
and powerful suction the infant brings the breast 
into active secretion. When he has emptied the 
breast completely the milk returns to it in slightly 
increased amount, so that provision is made for 
his increased appetite and needs. If the infant 
sickens and his appetite for the time fails, the 
diminished suction which he exerts occasions a 
diminution in the amount of milk secreted. 
Moreover, the first milk secreted is comparatively 
poor in solids and especially in fats, so that the 
infant whose appetite has failed is subjected, whether 
he will or no, to a short course of partial starvation. 
In artificial feeding all these safeguards are absent. 
The milk from the bottle is of uniform composition 
and flows passively, but freely, in response to a 
minimal effort on the part of the child. Bottle-fed 
infants are therefore often over-fed, seldom under¬ 
fed. Breast fed infants, on the contrary, in the 


first few weeks of life are very liable to suffer from 
f an insufficient supply of milk. Occasionally this 
I may be due to a want of development of the 
mammary gland in the mother, or to overwork 
| and insufficient diet. More often it is due to 
I neglecting the essential rules of breast-feeding. 

As has been said, infants only obtain a meal of 
j normal composition when the whole breast is 
I emptied. If they are put to the breast every 
I two hours, or, as is often done, at even more 
j frequent and irregular intervals, not only does the 
I total quantity of milk in the twenty-four hours 
, rapidly decline, but the milk which is taken by 
1 the child is weak and watery. During the first 
| month or two of lactation inanition from this cause 
is very common. On the other hand, during the 
1 later months, when secretion in the breast is more 
| stable and the milk is present in much greater 
quantities, the infant fed irregularly or at too short 
j intervals may suffer rather from over-feeding and 
dyspepsia than from inanition. 

The Treatment of Inanition . 

The treatment consists— (a) in the prevention of 
j excessive loss of heat, and (h) in the gradual increase 
in the amount of food taken. 

| (a) Because their surface area is very large in 

comparison with their bulk, infants lose a very 
| great amount of heat by radiation. In healthy 
t babies the thick layer of fat which envelops their 
| bodies is a means of preventing this loss of heat 
from becoming excessive; in wasted and prema- 
j ture infants there is no such protection. It is for 
this reason that it is well in all cases of inanition 
to avoid undue exposure of the body, in washing 
I the infant, for example, or in making an examina- 
1 tion. In severe cases the whole body should be 
! anointed with olive-oil and wrapped in a thick 
layer of cotton-wool. If there is a markedly sub- 
' normal temperature, or if there are signs of cya- 
| nosis or collapse, a warm bath at a temperature of 
1 io 5°F. should be given before a warm fire; the 
| child should be dried rapidly by dabbing with a 
J warm soft towel, wrapped in wool, and put back 
1 to bed. It is essential to maintain a high uniform 
) temperature of at least 8o°F. in the air space 
! around the child. The easiest way to arrange for 
this is to use an incubator, but should that be 
impossible, it is possible to obtain a very constant 
temperature by the use of three or four small hot 
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bottles, packed around the child and separated 
from it by a sheet and blanket, one bottle being 
changed at hourly intervals. To use a single bottle 
or to change all at the same time is to defeat our 
object, because the temperature within the space 
in which the child lies fluctuates with the tempera¬ 
ture of the bottles. The danger of overheating is 
considerable, and to guard against this the rectal 
temperature should be taken frequently. With 
improvement in the infant’s condition, with increase 
of appetite and of vigour, the artificial warmth may 
be gradually lessened and finally omitted. 

(b) The second indication is to increase the 
food taken to the proper amount. 

In bottle-fed infants with complete lack of 
appetite nasal feeding may have to be resorted to. 
Nasal feeding is a proceeding which is quite 
unwarranted in all conditions of dyspepsia. No 
matter how badly the child sucks, if fermentation 
is going on in stomach and intestines, as shown by ! 
the passage of sour green stools and* by the j 
vomiting of acid stomach contents, it is unjusti- ! 
fiable to place food in the stomach by artificial 
means. In simple inanition the circumstances are 
very different, and nasal feeding may be of the 
greatest use. If the refusal to suck is due to 
ulceration of the mouth, the ulcers should be 
touched with silver nitrate and smeared with 
glycerine and borax, and a soft teat of a different 
shape should be employed. If atelectasis is present 
stimulation by cold may be tried as described j 
above. If nasal feeding is used it should of course j 
supplement, and not supplant, feeding in the ordinary i 
way. The amount taken by the mouth should be 
measured and deducted from the amount pre- 
scribed, and the difference given in one or two ' 
nasal feeds daily. In all cases we should be well ! 
content with a very gradual gain of weight, because 
inanition, if prolonged, is itself a cause of marasmus. 
In other words, after long starvation, the tolerance 
for food is lowered, and dyspeptic symptoms are 
produced upon relatively low amounts of food. 

If dyspepsia complicates inanition the prognosis is 
made very much worse. The food prescribed 
should not be very dilute or of large bulk, and 
should contain a relatively high carbohydrate per¬ 
centage. Such foods as Allen and Hanbury’s 
No. 1 or Horlick’s malted milk are very suitable. 
They contain dried milk with a considerable 
addition of malted sugar, which is much less liable 


than cane-sugar or lactose to undergo fermentative 
changes and give rise to diarrhoea. Among the 
poor, unsweetened condensed milk with extract of 
malt added, or even sweetened condensed milk, 
serve well as temporary measures. The increase 
in the amount of food should not be sudden. 

In breast-fed infants the successful treatment of 
inanition is often a matter of great difficulty. 
During the first month or two of life, when the 
condition is most commonly met with, an attempt 
at mixed feeding, by the addition of two or three 
feeds from the bottle in the day is very apt to 
result in a still further diminution in the milk 
secretion, because while the child sucks the easily 
flowing artificial food readily enough, it becomes 
increasingly disinclined to make prolonged and 
laborious attempts to obtain milk from the breast 
Therefore, before the mother is advised to adopt 
mixed feeding, we must carefully consider the 
probability that by so doing we shall bring about 
the complete cessation of breast nursing. It 
requires great patience and great trust and con¬ 
fidence on the part of the mother to adopt what 
must seem to her a policy of almost complete 
inactivity—to obey the injunction to do nothing, 
to wait quietly, placing the infant regularly to the 
breast at three- or four-hourly intervals, until the 
quantity of milk becomes sufficient. Yet in the 
great majority of cases, within the space of one or 
two weeks strict regularity in nursing, at intervals 
separated by a sufficient lapse of time, will prove 
entirely successful. By means of the breast-pump 
we can assist the infant by completing its work of 
emptying the breast. When, after fifteen minutes’ 
nursing, the infant will take no more, the breast 
should be drained by the use of a large pump, 
made on the principle of a Bier’s suction appa¬ 
ratus. In the rare instances when an older infant 
has just been weaned, the older child may be put 
back to the breast for a few days, when his 
powerful suction rapidly produces the desired 
result. If after a fortnight or three weeks the 
weight is still stationary or declining, and if the 
symptoms of inanition persist or increase, so that 
artificial feeding becomes imperative, it is better to 
prescribe one or two artificial feeds of large size 
than to offer the bottle at frequent intervals. When 
mixed feeding is successful it ought to be possible 
to return after a few weeks to complete breast¬ 
feeding. The sudden and complete substitution 
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of bottle-feeding for breast-feeding because of a 
few days 1 fretfulness and decline in weight, in 
infants under three months of age, is not justifi¬ 
able because of the relatively high mortality in 
artificially fed infants at that age, even under the 
best hygienic surroundings. It goes without saying 
that the habits of the mother as to rest, exercise 
and food must receive attention and any faults be 
corrected. 

Marasmus. 

By marasmus is meant a condition in which an 
increase in the amount of food is followed by an 
increase in the loss of weight and in the severity 
of all the symptoms. Upon a very low diet the 
marasmic infant’s weight curve shows the slow 
decline of inanition. If the food is increased to 
the normal proportions, the fall becomes much 
steeper. In other words, the tolerance for food 
has become seriously diminished. 

Symptoms of Marasmus . 

In severe marasmus the loss of weight may be 
extremely rapid, so that as much as two or three 
ounces or more may be lost in the day. The 
emaciation proceeds until the child appears to 
consist only of skin and bone. The skin hangs in 
redundant folds and wrinkles. The mouth, which 
appears like a huge cavern set in the little wrinkled 
face, is usually open, and the lips and cheeks are 
constantly set into sucking movements. The 
abdomen may be retracted or distended. The 
child is restless, cries for hours together and rocks 
itself unceasingly to and fro. The power to suck 
and the appetite remain for long unimpaired in 
spite of the increasing fall in weight. The stools 
may be watery and slimy, or bulky and fatty. 
Albuminuria and glycosuria may occur. The pulse 
becomes feeble and often remarkably slow, sinking 
perhaps to eighty or less beats per minute. The 
respiration is irregular and may be of the Cheyne- 
Stokes’ type. The temperature is often subnormal. 
Not infrequently, as a terminal symptom, oedema of 
the feet and hands or even of the whole body occurs. 
Broncho-pneumonia is a common complication and 
is often the direct cause of death. 

Cause of Marasmus . 

We are quite ignorant of the explanation of the 
paradoxical reaction of these infants to increased 
amounts of foods. We know only that the condi¬ 


tion is seldom, if ever, primary. Sometimes it 
follows directly upon inanition of long standing. 
More often it is preceded by one or more severe 
attacks of dyspepsia or summer diarrhoea, so that 
the infant who has suffered from diarrhoea and 
vomiting throughout the summer and yet survived 
may die of marasmus in the following autumn. 

Treatment of Marasmus . 

It is obvious, from the definition of the disorder, 
that the treatment of marasmus, in the great majo¬ 
rity of cases, can be of no avail. If the wasted 
infant responds to a more liberal diet by an increase 
in weight, the condition is one of inanition and 
not of marasmus. No doubt, in some cases, the 
loss of tolerance for food does not affect all classes 
of food-stuffs alike. It is more common and more 
marked in the case of fats, and it is well to make 
an attempt to save the child by a diet upon which 
the fat is diminished as much as possible. If the 
loss of tolerance affects sugars as well, we must 
prescribe a diet which is especially rich in proteid. 
In Germany very striking results have been obtained 
by feeding such infants upon the so-called casein 
milk, a milk mixture in which the casein percent¬ 
age is increased by adding to half a pint of butter¬ 
milk and half a pint of water the casein from a 
pint of milk. Plasmon, somatose, and beef-juice 
may be tried. If the tolerance for carbohydrates 
remains unimpaired the prognosis is by no means 
so hopeless. The claims of certain patent foods, 
showing by photograph the marasmic baby restored 
to plumpness and vigour, are sometimes made 
legitimately enough. When we are confronted 
with a case of marasmus it is our first duty to 
estimate, by careful weighing of the child and 
intelligent manipulation of the diet, whether or not 
the intolerance for food extends to carbohydrates, 
and to make our prescriptions accordingly. 

In all cases of marasmus the same care as in 
cases of inanition must be taken to prevent undue 
loss of heat and to combat collapse and syncope. 
Lastly, a proportion of marasmic infants can be 
saved if a suitable wet-nurse can be found. I 
have seen many infants in whom a marked 
intolerance for all forms of artificial diet had been 
shown, and in whom a condition of marasmus was 
far advanced, who improved from the very hour on 
which they were put to the breast, 

Juneyrd , 1912. 
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IONISATION IN THE TREATMENT 
OF DISEASES OF THE SKIN.* 

By W. KNOWSLEY SIBLEY, M.A., M.D., B.C., 
M.R.C.P., 

Physician to St. John’s Hospital for Diseases of 
the Skin, London. 


Drugs as ordinarily applied to the skin in the j 
form of ointments, pastes, lotions, liniments, or 
powders, are not absorbed, and merely act locally ! 
as protectives, emollients, stimulants, germicides 
or caustic agents. 

The skin is purely an excretory organ, and has 1 
not any power of absorption. It consists of an ■ 
external covering of several layers of dry and, to S 
all intents and purposes, dead squamous epithelial 
cells. No- blood vessels are present in the epi¬ 
dermis. Beneath the epidermis or epithelial layers, 
the corium or true skin is found. The upper part 
of this is the papillary layer covering the skin 
papillae, which contain the blood-vessels, nerve 
terminations, and lymph-spaces. The lower layers 
contain the vascular plexuses, the hair-follicles 
with their muscles and sebaceous glands, and the 
tortuous sweat-ducts which traverse this from the 
sweat glands situated in the deeper or fatty layer. 
The epidermis is thus seen to consist of numerous 
layers of non-absorbent cells. The only openings 
or channels to the vascular tissue of the true skin 
are, first, those of the hair-follicles into which j 

7 1 

open the ducts from the sebaceous glands, and, 
secondly, the ducts from the sweat-glands. All of ] 
these openings are likewise lined with squamous 
and not columnar epithelium, and are therefore j 
absolutely non-absorbent. 

If, however, the skin is denuded of its epi- | 
dermis, so that the vascular papillae are exposed on ! 
the surface, then absorption to a limited degree 
may take place, for instance, in the condition ; 
which is present in eczema rubrum. ! 

The idea of applying such drugs as opium, bella- j 
donna, or cocaine in a liniment, lotion, or oint- j 
ment as a local sedative agent to a normal skin is 1 
therefore false. 

The theory that, for instance, an ointment is 
absorbed by being rubbed into the skin, that is to 
say, that it can be forced by manual pressure or 
massaged into the pores of the sweat-ducts and 

* Delivered before the London Dermatological Society. 


hair-follicles and so absorbed, is probably also a 
false one. In the first place, considering the 
minute size of even the largest of the openings of 
the sweat-ducts and hair-follicles, it would be 
physically impossible to force or press a mechanic¬ 
ally thick preparation as the average ointment into 
the mouths of the ducts, and, secondly, even if 
such were forced into the openings for some dis¬ 
tance, there are not any absorbent surfaces or cells 
through or by which absorption could take place. 
It has never been demonstrated microscopically 
or otherwise that ointments are forced for any 
distance into the pores of the skin. It has been 
assumed that, for instance, mercury is readily 
absorbed through the skin. There is, however, no 
positive proof that this is the case. Mercury is 
very easily volatilisable, and it is more than pro¬ 
bable that during the process of inunction the 
patient is surrounded by an atmosphere impreg¬ 
nated with mercurial vapour, and that absorption 
actually takes place through the respiratory appa¬ 
ratus, and not through the skin. If any absorp¬ 
tion actually does take place through the skin, it 
must be by a process of cataphoresis due to a weak 
electrical current produced by the friction neces¬ 
sary for the treatment by inunction. 

The above remarks do not apply to the mucous 
membranes, which are covered with columnar epi¬ 
thelium, and through which drugs are readily 
absorbed. 

From the above observations the futility of 
applying ordinary ointments, for instance, in cases 
of parasitical diseases of the hair-follicles, such as 
ringworm or sycosis, must be obvious. The oint¬ 
ments, of course, act locally as germicides and 
destroy any spores or mycelium actually on the sur¬ 
face of the skin, but have little or no power of 
penetration into the hair-follicle, and their absorp¬ 
tion is practically mV. 

The question of the penetrating powers of the 
various bases or excipients is of interest in this 
connection, but penetration is purely a physical 
process and quite distinct from absorption, which 
is a physiological one. 

For practical purposes of treatment in dermato¬ 
logy it is of primary importance to recognise the 
fact that some bases are far more easy of penetra¬ 
tion into the various openings on the surface of the 
skin than others. It is now possible to establish 
a definite category as regards the relative permea- 
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bility of the common bases used in the preparation 
of most ointments, namely, oils such as olive and 
cedar have the greatest power of penetration, 
secondly goosegrease, thirdly benzoated lard, 
fourthly lanolin, and lastly, soft paraffin. The 
most penetrable combination has been found to be 
one of glycerine of starch and cold cream, the next 
one of glycerine of starch and hydrous lanolin. 

Of recent date a process has been discovered 
whereby it is possible to force any drug which is 
soluble in water through the actual epidermic cells 
of the unbroken skin, and still more readily 
through the hair-follicles and gland-ducts into the 
skm and subcutaneous tissues. This process is 
produced by the action of a constant current of 
electricity, and is known as ionisation, cataphoresis 
or ionic medication. 

The treatment consists essentially in the electro¬ 
lytic dissociation of certain drugs by the electric | 
current, the dissociated “ions” possessing the 
power of penetrating the tissues of the human 
body. Ionisation has been described as a physical I 
action which, effected by the continuous current, 
takes place in an electrolyte, and means that 
physically (not chemically) dissolved molecules of 
the electrolyte or one of the existing liquids serving 
as the electrode are conveyed from one pole of 
electricity towards the other. This action can 
take place through a membrane such as the human 
skin. By means of this process the chemicals 
penetrate the tissues, which they are unable to do 
without the assistance of the electrical current, and 
this without in any way altering their chemical pro¬ 
perties. 

The term “ ion ” is used to designate the electro¬ 
lytic dissociation of drugs by the galvanic current, 
an “ ion ” being an atom or group of atoms asso¬ 
ciated with a definite charge o£ electricity—either of 
positive or of negative electricity. “ Kations ” or 
“ positive ions ” are repelled from the anode or 
positive pole, and attracted towards the kathode or | 
negative pole, that is, they travel with the stream 
of the electrical current, whereas “anions” or ] 
“ negative ions ” travel in the opposite direction, ! 
/. e . against the stream or electrical current. 

The chemicals which go with the stream of 
electricity, that is from positive to negative, pene¬ 
trate with greater facility if they are in acid media, 
so it is often desirable to add a little acid to these 
solutions. 


j The constant current electrolytically dissociates 
| drugs into ions, and these ions travel to the 
| electric pole opposite to their charge, that is, posi- 
I tively charged ions travel to the negative pole and 
' negatively charged ions travel to the positive pole ; 

so it is possible to administer a drug through the 
j normal skin direct to the actual seat of the disease, 
and even into the deeper tissues, knowing that the 
ions must enter into every cell through which 
the current passes. The action of a drug thus 
introduced is far more effective than when given 
by the hypodermic method, for in the latter the 
bulk of the preparation is injected into the blood¬ 
stream, and so is rapidly removed by the general 
circulation, whereas by cataphoresis the drug enters 
the individual cells themselves, and not being in 
the vascular system, remains for a considerable 
time locally and so acts entirely on these parts. 

It is, therefore, possible to introduce into the 
body of the human being by means of the electrical 
current anions under kathode and kations under 
the anode. Metals penetrate under the anode and 
the acid radicals under the kathode; the result is 
to change the nature of the salts of the organism, 
the metal being changed under the anode, and 
j the acid under the kathode. If the metal and the 
radical are the same as those of the organism, as, 
for instance, when a solution of sodium chloride is 
used, the effects under the electrode are reduced 
to a minimum. They are not, however, completely 
suppressed, for sodium is not the only electro¬ 
positive ion of the organism and chlorine not the 
only electro negative radical. That is to say, elec- 
[ trodes formed of saline solutions introduce under 
the kathode their acid radicals, which act in great 
measure on the tissues like the corresponding salts 
| of sodium, such as the iodide, sulphate, phosphate, 
sulphide and salicylate of soda; the metal of the 
salt being introduced under the anode. When the 
current is turned on, all the kations travel towards 
the kathode, and 2JI the anions towards the anode, 
so that the sodium ions, for instance, penetrate 
into the tissues under the anode, and the chlorine 
ions under the kathode. 

The electrical currents pass through the skin 
chiefly by means of the hair-follicles and gland- 
ducts, hence with these structures the treatment is 
often efficacious to a remarkable degree. 

Cocaine introduced by cataphoresis remains in 
the plasma of the cells immediately under the 



144 The Clinical Journal.] 


DR. KNOWSLEY SIBLEY. 


[June 5,1912. 


positive electrode and does not get into the general I 
circulation as in hypodermic injection, that is, the 
area of anaesthesia remains localised for some time. 
Electrodes are usually made of zinc, brass, copper, 
etc., and these are covered with layers of lint, 
cotton-wool or blotting-paper which have been 
saturated with the solution to be used. Specially 
designed electrodes provided with pig’s bladder, 
or porous clay, may be advantageously employed 
in certain cases. The kations or positive ions are 
ions of all metals such as potassium, sodium, zinc, 
copper, lithium, mercury, alkaloids such as opium, 
morphia, cocaine, etc., and the hydrogen ions of 
acids. 

The anions or negative ions are the hydroxyl 1 
ions of alkalies and the acid radical ions. 

The following are the preparations most com¬ 
monly used in this form of treatment at the 
present time, but this list might be considerably 
extended. 

The positive ions are cocaine, morphia, the 
salts of copper, zinc, mercury, lithium, magnesium, 
quinine, etc. 

The negative ions are chloride of sodium, salicy¬ 
late of sodium, iodide of potassium, chlorine, 
iodine, etc. 

The strength of the current used is usually 
calculated at the rate of two to three milliampfcres 
per square centimetre of surface of the active 
electrode and the strength of the solution is usually I 
i to 2 per cent., and each treatment lasts from ten 
to fifteen minutes. The indifferent electrode should 
be as large as possible so as to diffuse the current. 
As a matter of practical convenience, when, for ] 
instance, treating parts of the head or face, I 
myself place the passive electrode in a basin or 
large beaker of water, containing usually a little 
salt, and some of the fingers or hand of the patient 
are placed into this, thus avoiding the trouble 
and inconvenience of undressing some covered 
part of the body in order to apply the electrode. 

A few more practical points in the administra¬ 
tion of the treatment are— 

The current should be turned on and off very 
gradually, otherwise the patient would experience 
unpleasant shocks, especially when strong currents 
are being used. If the strength of the current is 
obtained very gradually the increase of the current 
will not be so perceptible to the patient, and a 
much stronger current may be used than would be 


the case if the increase was more or less suddenly 
applied. 

If there happens to be any excoriation or uneven 
thickening of the skin over the areas it is desired 
to treat, some collodion should first be painted 
over the parts, which will prevent the current from 
penetrating in these regions, otherwise the current 
would concentrate itself here, and give rise to pain, 
and a burn leading on to a bleb and ulcer might 
occur, which is sometimes troublesome to heal 
afterwards. Care should always be taken that the 
electrode which is being used does not touch the 
naked skin anywhere, and that the layers of lint 
which are used to cover the electrode project well 
| beyond its margins. 

Several layers of the purest lint should be used 
to cover and protect the active electrode, and the 
drug should always be dissolved in distilled water, 
as ordinary tap-water nearly always contains various 
i metallic and other impurities, which might con¬ 
siderably influence the result obtained. 

Oils and fats are non-conductors of electricity, 
and therefore it is useless attempting to cata- 
phorese a drug through the skin until all oily 
secretions or fatty applications are first removed 
| by cleansing the area well with alcohol or ether. 
It follows that in cases, for instance, of alopecia of 
the scalp the patient, while undergoing this treat¬ 
ment, must avoid putting ointments or any bril- 
liantine containing oil on the head. Useful appli¬ 
cations may be made with glycerine in the place of 
oils. 

A large number of different diseases can be 
| most successfully treated by ionisation, such as 
alopecia, epithelioma, chloasma (pigmentation), 
keloid, lupus (erythematosus and vulgaris), mor- 
phcea, cicatrix (scar), ringworm, sinus, ulcers 
(simple and rodent), etc. 

June 3 rd y 1912 . 


Thyroid Treatment of Asthma. —Levi found 
that thyroid treatment arrested permanently all 
tendency to asthma in a number of his patients ; 
in some asthma was of twelve or fifteen years' 
standing. He published nine such examples last 
year, and has since encountered fourteen more. 
Migraine and other symptoms of the neuro- 
arthritic diathesis are common in patients amenable 
to this treatment, and they yield with the asthma 
to medication to remedy the defective thyroid 
functioning.— Jottrn . A.M.A ., vol. lviii, No. 18. 
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A LECTURE 

ON 

SHOCK. 

Delivered at St. Bartholomew’s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 

Hon. Consulting Surgeon to the Hospital. 

Gentlemen, —To-day I lecture on shock. Those 
who have not learnt to recognise and treat shock 
will have many unhappy moments. Forethought 
is the greatest evidence of wisdom, and after fore¬ 
thought, ability to make use of the experience of 
others. Without forethought, I am afraid you will 
lose the lives of many of your patients. This is 
not merely a surgical question. You will be called 
upon to treat shock after confinements, after 
immersions in water, and perhaps shock which has 
been brought on by mental impressions produced 
by appalling calamity. I will not pretend to try to 
define shock, and for a very simple reason. When 
you come to think about it, shock is an abstract 
term, and it cannot be defined to the satisfaction of 
everybody. So we must be content with a descrip¬ 
tion, and which can be verified every day. Dressers 
do not follow their operation cases into the wards, 
and therefore do not often see profound shock, 
and, it is to be feared, do not see what is done to 
save. Observe the position of one just back in 
bed after a severe operation, such as the complete 
operation for the removal of the breast, or amputa¬ 
tion near the hip-joint, or the removal of a huge 
abdominal tumour. Observe the position : supine, 
arms extended by the sides, and immobile. Why 
mention that? There are such things as uncon¬ 
scious malingerers, and if after a slight operation 
you come to the conclusion that a young lady is in 
a condition of profound shock, precariously ill, 
perhaps going to die, you will feel very, unhappy. 
But if you watch her position and see one of her 
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knees is raised in the bed, that she moves her arm 
and resists when you touch her, perhaps turns her 
head a little, that person is not in danger from 
shock. But if the limb is limp and helpless, and 
the legs extended, the toes turned out, then be 
anxious. How pale those are who suffer from 
shock! That “ pallid death,” so exquisitely 
described by Horace in his touching poem, is 
near at hand. Notice the cold sweat upon the 
forehead. Dreadful shock ensued a little while 
ago after an operation for cancer of the tongue. 

I shall never forget that poor man's face. He was 
ordinarily red, but now pale as death, the sweat 
standing in beads on the forehead, the orbits 
sunken, the eyes motionless with dilated pupils, 
the respirations barely to be noticed. You have 
read popular novels ; one of the things which the 
heroine does when the hero is thrown from his 
horse in the park, upon his somewhat thick head, 
is to approach him with a mirror in her hand to 
ascertain whether the dear man is still breathing. 
Also the temperature falls. In ward notes it is re¬ 
corded that the patient came back from the theatre 
with a temperature of 97 0 , 96°, or even 95° F. in 
severe cases. That temperature is usually taken 
in the mouth or in the axilla. Perhaps the rectal 
temperature would be about i° F. higher. Next 
observe—it does not often happen on the table, 
but after the return to the ward—that the patient 
shivers, or even has rigors, I have said nothing 
about the pulse, which is quite an interesting 
problem, and worthy of better observation than it i 
has received. As regards the rate, our observations 
seem to show that if the shock is brought about by 
great haemorrhage the pulse will be very quick. I 
suppose the heart is beating faster to try and whip 
the remains of the blood round the body. But if 
the shock is not due to haemorrhage, then the 
pulse beats at about its usual rate, which may be 
quick or slow. So note ‘the pulse-rate before 
operations, because a quick pulse before the 
operation will be quick afterwards. Take the 
usual simple precautions—but it is the simple pre¬ 
cautions which are sometimes omitted—and feel 
both pulses. A woman was supposed to be suf¬ 
fering severely from shock, because when the left 
radial pulse was felt it was a mere flicker, but the 
right was very good indeed. The patient had had 
hemiplegia, and was lying in bed with the hemi¬ 
plegic side, the left, easy to feel; the other side 


was near the wall and could not be so easily reached 
and so had not been felt. If neither radial pulse 
is good, it is wise to examine the heart with a 
stethoscope. People with slender limbs have 
slender arteries, and a slender artery is not easy to 
feel pulsating. And so a wrong impression may 
arise if the heart be not listened to. The quality 
of the pulse I cannot define. But follow the 
patients who have been operated upon back to 
the ward, and acquire the art of feeling the pulse, 
and to learn its quality. I often heard the 
anaesthetist say, “ He has a fairly good pulse, the 
artery is filling well,” and he knows what the 
quality of the pulse should be. The rhythm of the 
pulse is not a matter of doubt. Everybody knows 
at what rate the pulse should beat, and with what 
regularity, and if the pulse becomes irregular, and 
begins to run away, then there is reason for grave 
anxiety. 

I shall now refer to some of the causes of shock, 
and first of all to the predisposing. I think it was 
Hippocrates who pointed out that very young and 
very old people had a slender hold upon life, and 
shock is to be much apprehended in operations 
upon infants and upon the aged. And yet one 
cannot help feeling surprised at the manner in 
which the very aged go through the most serious 
operations. There are people now alive who at 
the age of eighty have had the prostate removed, 
and who have lived for months or years after the 
operation. Females bear great operations better 
! than do males. Do not confuse muscular strength 
with vitality. Some very muscular human beings 
have not good vitality, in the sense that they will 
bear a very severe operation well, and yet some 
females with hardly any muscular strength have 
extraordinary vitality, go through the severest 
operations and recover quickly from the shock. 
Habits are most important. Once a female had 
a large fibroid of the uterus. It was clear that it 
ought to be removed; the bleeding was consider¬ 
able, there was much pain and discomfort and her 
life was a burden. She was sent to see one of my 
gynaecological colleagues, who wrote, “ The opera¬ 
tion must be done but I do not envy you the 
task.” He put under that, “ much whiskey.” When 
she went to the nursing home her husband said, 
“Take care of her; she often takes a drop too 
much.” So we knew we had to deal with a person 
of intemperate habits. The operation was done. 
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You know that alcoholics bleed. Alcohol dilates 
the peripheral vessels and keeps them dilated, 
hence the red nose, cheeks, ears, and the hot hands 
of the chronic alcoholic. She bled, and I asked 
the anaesthetist during the operation if she was, in 
his opinion, bleeding too much. His reply was, 
" Oh no, it will do her good to lose a little more.” 
Whatever amount of blood she lost during the 
operation, when put back to bed she was rather 
blue and cold and her heart-beats were feeble. 
Those who are so accustomed to stimulating the 
heart and nervous system do not respond to the 
stimulants given for shock. On this occasion 
everything was done to bring about a reaction. 
Oxygen at last succeeded. After having been 
dosed with oxygen for some time warmth came 
back and some colour into the cheeks, and the 
heart began to beat; but not for long. A heart 
worn out with stimulants is not equal to the 
strain of rapid rhythm and soon gives in. If 
compelled to operate upon alcoholics, prepare them 
as well as possible beforehand, and have at hand 
every means of combating the shock, which is 
sure to occur if the operation is of any extent. 

Before operations always consider the condition 
of the heart. Sometimes operations must be done on 
those with grave disease of the heart. Some years 
ago a man had to have his thigh amputated in the 
Great Northern Hospital, because of suppuration 
in his knee-joint. He had very advanced aortic 
disease. The heart had the greatest difficulty in 
propelling the blood through the contracted aortic 
valves. Hypertrophy had compensated fairly well, 
but yet there were grounds for apprehension. 
Under such circumstances as these it is only right 
to call the anaesthetist and the physician in consulta¬ 
tion before the operation. When the thigh-bone 
was sawn through the man collapsed and became 
ghastly white, breathing stopped, and the heart 
ceased to beat. But he was young and strong, and 
had been temperate, so that the heart went on 
again, and the crisis was over. A carcinoma of the 
breast had to be removed from a woman, aet. 59 
years. She had congenital disease of the heart, 
which means she was born with a fault in its 
development. She was rather blue and breathless, 
and her pulse had not a regular rhythm. It was 
altogether a case for very grave consideration. 
First the opinion of a physician was obtained as 
to the exact condition of the heart. He could not 


tell us exactly what the congenital abnormality 
was, but that it was fairly well compensated for. 
One point influenced his mind very much, and 
that was her age. He evidently thought that con¬ 
genital heart disease in a woman in her sixtieth 
year was beginning to be a very serious matter, and 
yet I reflected that if the heart had been able to 
carry that woman on for sixty years, and carry her 
over several crises which I knew she had had, 
mental and otherwise, possibly her heart was better 
than the physician thought it to be. The next 
step was to send her to see the anaesthetist, so that 
he, too, could form an estimate as to the condition 
of the heart. He said that if I could remove the 
breast and the axillary glands in less than thirty 
minutes he thought he could continue the anaes¬ 
thetic for that time. The next step was to arrange 
with a friend of mine who is a sagacious and 
experienced man in the management of cases to 
be present at the operation and take charge after¬ 
wards. I was exercising forethought, such as you 
were advised to do earlier in the lecture. Another 
precaution was taken : not only was the opera¬ 
tion done very quickly, but oxygen was given along 
with the anaesthetic. I told you she was blue, 
and her tissues were not getting enough oxygen. 
The oxygen, as I have said, is also good for 
shock. The other day a very grave case of shock 
was revived by giving oxygen through brandy. As 
a further precaution the administration of oxygen 
was begun directly the operation was over. Oxygen 
may be given freely. The blood will only take up 
so much oxygen and no more. Besides, patients 
like oxygen very much. In this particular instance 
the result was admirable. The operation went 
without a hitch, and the patient did very well after¬ 
wards, but with the continual administration of 
oxygen. 

To turn to another topic—chronic invalidism and 
shock. People are rendered chronic invalids by 
surgical complaints which in time compel them at 
last to submit to an operation. And then the 
question is asked, “Shall I come through the 
operation, because I have been bad so long ? ” 
My experience of chronic invalids is that they bear 
operations exceedingly well, suffer moderately from 
shock, and after the operation is over, are so 
accustomed to lying in bed and being nursed that 
they give singularly little trouble. 

But of all the causes of shock, haemorrhage is by 
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far the most important. Others, of course, have 
to be taken into account, especially the mental. 
When a patient is terrified it is cruel to urge an 
immediate operation unless it must be done to 
save life—such, for instance, as an operation for 
strangulated hernia. But when the operation 
might be done this day or next day, or never at all, 
it is most improper to use coercion. Almost always 
when it is pointed out that the operation is not 
pressing and that there is no reason why it should 
not be done some other day, even the most timid 
are reassured and desire to be over their trouble. 
But learn to take the mental aspect properly into 
consideration. I cannot help believing that the 
mental influence is often greater than is thought 
and accounts for some of those sudden deaths at 
the commencement of the administration of the 
anaesthetic. 

The immediate effects of an operation depend, 
of course, on the kind of operation. Learn those 
which may be accompanied by sudden and perhaps 
fatal shock. Alarming faintness is not rare during 
squint operations. It does not follow that because 
the operation is small, that therefore it may not be 
accompanied with a good deal of shock. Opera¬ 
tions which involve the fifth cranial nerve are apt to 
be accompanied by great and immediate shock. 
One of the few patients I have seen die on the 
table died after removal of the upper jaw at a 
time when anaesthetics were not given very much 
for that operation. The sympathetic nerve is 
one which is interesting. I once divided the 
sympathetic on both sides in a case which was 
under the care of Dr. Herringham. I began by 
dividing one, and the pupil dilated: there was 
not much shock. I divided the other, and the 
other pupil dilated, and there was not much 
shock. The patient died during the night with 
a pulse of 150 and which nothing would check. 
Division of the posterior roots of the spinal 
nerve does not seem to produce much shock. I 
divided some of the posterior roots a little while 
ago, and no shock was noticed. The division of 
great nerves is not greatly to be feared. I have 
done four Berger’s amputations, and asked about 
the shock at the time of the division of the brachial 
plexus, and the anaesthetist said there was none. 
As a rule none has been noticed at the division of 
the great sciatic nerve, but once during amputa¬ 
tion at the hip, and when the sciatic nerve was cut, 


the boy nearly died of shock; Peripheral nerves 
qan be acted upon so as to produce profound shock. 
Go to the wards and see some of the unfortunate 
children who are brought in burnt or scalded. 
They are in a profound condition of shock, and 
there is the greatest difficulty in bringing about 
reaction. The very worst form of shock is that 
which Travers called “prostration with excitement.” 
A man brought into Abernethy Ward had had both 
his legs run over by a train, and double amputation 
of the thighs had to be done. The shock was 
appalling—the arms thrown about, the stumps 
kicked, the mind agitated, and the heart beating 
with extreme rapidity. It quickly stopped beating. 
Prostration with excitement is not often seen, but 
I question whether we have learnt now to treat it 
in the best way. I should be inclined to con¬ 
tinue the administration of the anaesthetic, together 
with oxygen, for hours after the operation ; also 
fill the emptied vessels with saline infusions. 

Shock should be anticipated. The patient should 
be prepared for the operation with extreme care. 
Think out everything which might be wanted in 
case of shock, and have everything ready. Then 
precautions are to be taken to guard against shock 
during the operation. These are seen every day, 
and include the efforts to keep the patient warm 
by warming the air of the theatre, heating the 
table, the care taken to provide warm clothing, 
wrapping the limbs up in cotton-wool. Finally the 
manner in which the operation is performed. 
Speed in operating is of importance, but speed is 
by no means so important as the time spent on 
stopping the haemorrhage as the surgeon goes 
along. Even if you wish to be done quickly do 
not allow bleeding to go on. Do not think such 
bleeding does not matter because you will soon 
have finished; it matters very much indeed. 
When a patient has bled much before an opera¬ 
tion little additional blood can be shed, and 
speed is essential. 

A few days ago I was called upon to perform 
gastro-enterostomy upon a man who was bleeding 
from an ulcer of the stomach or duodenum. He 
was blanched, with a rapid pulse and almost empty 
vessels. Moreover the blood left was thin and 
watery. A rapid operation was done, and he left 
the table in twenty-three minutes. But that could 
not have been done unless everything had been got 
ready. It is of no use for the surgeon to be quick 
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unless his assistants are quick, and they will not be 
quick unless they have been drilled to be quick. 
Remember also that the patient who is handled 
gently suffers less from shock than one who is 
roughly pulled about. And yet there are occa¬ 
sions on which force has to be used, as, for 
instance, a tumour impacted in the pelvis. Re¬ 
member that on such occasions great violence 
compressed into seconds* is of less danger than 
moderate violence spread over a longer time. But 
haemorrhage is all-important. Perhaps the anaes¬ 
thetic influences the bleeding. I am prejudiced 
against ether for that reason. Ether leads to more 
haemorrhage during the course of operations. Next, 
I am sure the way in which the anaesthetic is given 
has an influence upon the bleeding. Ether given 
by the closed method is, to my mind, objection¬ 
able, as it seems to lead to unnecessary haemor¬ 
rhage during the course of the operation. As this 
is a clinical lecture I will not pause to say very 
much about the manner of operation so as to 
prevent haemorrhage. Avoid cutting into tumours. 
A large naevus, for instance, is fed by a few large 
vessels, which are easily found before they enter 
and easily tied. But the naevus itself is probably 
made up of big cavernous spaces ready to gush out 
blood. 

The above also applies to bladder tumours. 
Most of these (75 per cent.), although they have a 
stalk, are malignant. The stalk is malignant, too, 
with capacious blood spaces. Imagine the effects of 
a clamp upon the stalk. It simply smashes up the 
growth, and the haemorrhage from the blood-spaces 
is horrible. But an incision away from the stalk 
brings into view feeders with muscular walls and 
which hold the ligature. The blood-vessels of 
sarcomata are but channels in the growth itself and 
pour out blood unrestrainedly when cut into. But 
at a distance from the tumour the vessels have 
proper walls and can be seized and tied. 

At some time or another some of you will be 
called upon to perform amputations. Learn to 
cut down upon and tie the main artery as the first 
step. Haemorrhage then is within your own 
control. No barbarous elastic bands or needless 
tourniquets are used. After all the artery has to be 
tied, and why it should not be tied at the begin¬ 
ning of the operation instead of at the end I cannot 
comprehend. Since I adopted this method the 
haemorrhage, and consequently the shock, has 


been much less, and the patients have done much 
better. 

Let us now consider the treatment of shock, 
first of all when the patient is on the table, and 
next when back to bed, if you think it right to 
send the patient back to bed. Position is impor¬ 
tant. At once put the head low. At times the 
obvious precaution of taking away the pillows is 
omitted. The legs, too, may be held up. A saline 
infusion into the rectum is quite harmless, and often 
does much good. It may be right to add a little 
brandy. I wonder if injections of strychnine do 
much good. They are harmless at all events, and 
may make the heart beat a little better. I warn you 
against injections of ether. Once, whilst performing 
an exploratory laparotomy on a man who was found 
to have inflammatory adhesions between the intes¬ 
tines and the liver, the most profound shock 
occurred, and for a time we thought he was dead. 
Then a bystander obtained a hypodermic needle 
full of ether and thrust it into the right arm. 
Afterwards the arm became pale, the fingers blue, 
and all feeling was lost. The ether had probably 
been squirted into the main artery. For a week 
the arm was cold and blue and devoid of sensation, 
but at last sensation began to return, and seemed 
as if the arm would be saved. Then the fingers 
and hands became gangrenous, and amputation 
had to be performed at the shoulder-joint. What 
a calamity after an exploratory operation, done 
after due consideration and after consultation with 
my colleagues! There are other points in the 
treatment of shock on the table, but as you have 
the opportunity of seeing them frequently put into 
practice I will not mention them here. 

After the patient’s return to bed suffering from > 
shock the head should be lowered, which is easily 
done by raising the foot of the bed. Warmth 
is to be supplied. I warn you agains t hot-wate r 
bottles , having seen three or more patients burnt 
by them. Twice the burn was at the heel. These 
burns on the heels are dreadful things, and take 
months to heal. On another occasion the buttocks 
had been burnt to the third degree after an opera¬ 
tion which someone had done for haemorrhoids. 
So get into the habit of looking to see that no hot- 
water bottles are left in contact with anyone in a 
state of unconsciousness. When shock is to be 
feared, have salines ready and be prepared with 
apparatus for putting them into the rectum or into 


r 



150 The Clinical Journal. ] 


DR. CAMPBELL THOMSON. 


[June 12,1912. 


the tissues. That which is used at this hospital 
is simple and efficacious. The same does for 
putting the saline into the veins. If the loss of 
blood has been very great this method gives quicker 
results. Be prepared with oxygen, for it is of 
service, and after all, cannot do harm. At St. 
Bartholomew's we do not give much morphia, but 
it is a valuable remedy for shock which is associated 
with great pain. Complete relief is often given by 
a sixth of a grain, which is repeated in an hour if 
necessary. When the shock persists, look for con¬ 
cealed haemorrhage. If it is an abdominal opera¬ 
tion remove the dressings and percuss the abdomen. 
Should an area of dulness indicate the formation 
of a clot and of a bleeding artery now comes the 
time for determination. Give another anaesthetic, 
open the wound and secure that bleeding vessel. 
Do not waste time with styptics and such-like 
futilities. Nothing is more trying or demands 
greater fortitude than to have to undertake a 
second operation under such circumstances. But 
I give you one piece of consolation : the patient will 
probably be quite unconscious of it, and so after it 
is over know nothing of the perils which have been 
escaped. 

June 10 th, 1912. 


Ischaemic Paralysis. —Kausch makes a con¬ 
stant practice of expelling the blood from the 
field of operation with Esmarch's elastic constrictor, 
and he has never had a mishap from its use except 
in one case in which the bandage was left on for 
five hours and had been drawn far too tight. This 
is the rock on which others make shipwreck, he 
says, the application of the constrictor being left 
frequently to an inexperienced hand, drawing it 
too tight or else leaving it so loose that the surgeon 
does not derive any advantage from it. He never 
uses tubing for constriction, preferring an elastic 
bandage from 10 to 15 cm. wide, which he app*Iies 
by traction on the centre, not pulling on the edges. 
He winds the bandage from the periphery to the 
trunk except when there is diffuse infection, in 
which case he elevates the limb for ten minutes. 
When the latter is done he warns that the elastic 
bandage must be applied as rapidly as possible, 
the constriction acting immediately and completely 
on the vessels so that there is no danger of the 
veins being compressed before the arteries, as this 
would cause venous hyperaemia, which must be 
avoided.—yi ?urn. A.M.A ., vol. lviii, No. 21. 


TRAUMATIC NEURASTHENIA. 

By H. CAMPBELL THOMSON, M.D.Lond., 
F.R.C.P., 

Physician to the Department for Nervous Diseases, 
Middlesex Hospital; Physician to the Hospital 
for Epilepsy and Paralysis, Maida Vale. 


One of the more important results of the passing 
of the Workmen's Compepsation Act has been to 
bring into prominence the traumatic neuroses, 1. e. 
the nervous and mental symptoms of a functional 
character that may arise as the result of a fright or 
shock. 

The term “ traumatic neurasthenia " is frequently 
used as though it were synonymous with that of 
traumatic neurosis, but traumatic neurasthenia is 
not a convenient group designation, since by many 
it is used in its narrower, and strictly speaking 
more correct sense, to signify only one division of 
the several varieties of neuroses that may occur. 

Everyone who is frequently engaged in con¬ 
sidering the medico-legal aspect of this kind of 
case will recognise such a dual use of the term 
often gives rise to confusion, and often suggests a 
difference of opinion which in reality does not 
exist. 

One who is accustomed to use the word in its 
wider sense will perhaps state that a man is suffering 
from traumatic neurasthenia, when another will 
deny the suggestion and maintain, for instance, that 
the condition is one of hypochondriasis, though 
both may be in entire agreement as to the cause of 
the trouble. 

The essential factor of a traumatic neurosis is 
the mental change resulting from a fright or a 
shock directly connected with an accident or 
indirectly from the after-thoughts which arise as 
the result of the accident. The amount of physical 
injury is not necessarily in any way proportionate 
to the degree of mental shock, and may be slight 
or altogether absent. 

It is most essential that the decision of these 
cases should not be made more complicated by 
confusion of terms, and it is better to start on 
common ground by saying that a patient is suffering 
from a traumatic neurosis, understanding by that 
term the group of functional nervous and mental 
symptoms which may occur as the result of a shock 
to the mind in connection with an accident. This 
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is the essential point, and when once that is con¬ 
ceded arguments may be brought to show on what 
particular lines the neurosis is developing— e.g. 
whether neurasthenic, psychasthenic, hysterical, 
hypochondriacal, and what outcome may, in any 
particular circumstances, fairly be expected. 

In order further to clear the ground I must now 
allude to another group of cases in which the after- 
results are so frequently a cause of litigation, viz. 
head injuries. 

It is the custom of most writers on traumatic 
neurasthenia, and one which I have, to some extent, 
hitherto followed myself, to say that injuries to the 
head are particularly liable to be followed by 
symptoms of traumatic neurasthenia, or, as I would 
prefer to call it, traumatic neurosis. Further ex¬ 
perience, however, has led me to think that such 
a statement needs careful qualification. The after¬ 
effects of head injuries which have been sufficiently 
severe to cause loss of consciousness for any length 
of time require careful analysis in order to arrive 
at a correct estimate of their probable duration and 
importance. It is true that some of the symptoms 
following an injury to the head may be similar and 
indistinguishable from those of the traumatic 
neuroses in which the degree of physical injury has 
been a negligible quantity, but for all that the 
course and outlook in the two instances may be so 
different that they should always receive. indepen¬ 
dent consideration. This is only to be expected 
when the cause of each is considered. The trau¬ 
matic neurosis as I am here using the term is 
caused by a bruising of the mind independently of 
any coincident physical injury, while the after¬ 
effects of a head injury have arisen from a physical 
injury in which the nervous substance of the brain 
has, at least, been subject to a shaking apart from 
any possibilities of laceration. 

In the majority of cases of head injury the patient 
soon recovers and is able to return to work without 
any detriment, but in some there are persistent 
complaints of headache, giddiness, and mental dis¬ 
turbance of various kinds, all of which, if corrobo¬ 
rated, may be regarded as legitimate sequelae of the 
accident. Of course, in circumstances where the 
head injury was preceded or accompanied by 
mental shock a true traumatic neurosis may result 
as well as the effects of direct damage to the 
nervous substance, or where the preliminary shock 
has been great and the head injury slight the pre¬ 


dominant symptoms to be considered may be 
those of traumatic neurasthenia. 

My point, however, is that in every case of head 
injury in which consciousness has been lost a 
careful analysis of the after-effects must be made 
with the object of separating those which rightly 
result from bruising or shaking up of the brain from 
those which may rightly be regarded as purely 
neurotic, and to this end it is essential to place the 
results of head injuries in a different category to the 
traumatic neuroses, from which they differ materially 
in their origin, course, and prognosis. 

With these preliminary remarks the ground has 
been cleared for the more detailed consideration of 
the traumatic neuroses, by which I mean, as I have 
already stated, the functional nervous and mental 
symptoms which may appear after a fright or shock 
connected with some accident, but not necessarily 
in any sense proportionate to the amount of 
coincident physical injury. 

The exact type of the neurosis which develops 
differs in different people, and it may also vary 
from time to time in the same person 

It is this possible variation at different times in 
the same person that makes it so desirable to start 
with the group term traumatic neurosis, and from 
that basis to proceed to study the particular type. 
A man may, for instance, begin his illness with 
symptoms generally accepted as those of typical 
neurasthenia, and after a time these may gradually 
subside and be succeeded by a phase of introspec¬ 
tion which will be called hypochondriasis. Provided 
the succession of symptoms be continuous, with 
certain important exceptions to be dealt with later, 
the latter must be considered a part of the original 
neurosis, and so related directly to the original 
cause of the neurosis, and in such a case it is a mere 
play on words to try to draw a sharp line between 
the neurasthenic phase and the hypochondriacal 
phase, and to argue, as is occasionally done, that 
because the symptoms ordinarily associated with 
traumatic neurasthenia have subsided the man is no 
longer suffering from the effects of his accident. 

The fact to emphasise is that these variations 
are phases in the course of a neurosis, and that 
their importance lies not so much in the name, but 
in indicating the lines along which the neurosis is 
developing and the probabilities of the future that 
may be expected to ensue. 

The essential cause of a traumatic neurosis, as 
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already stated, being brought about by a sense of 
fear, shock or horror, I shall, in order to avoid 
complications, for the purpose of this paper, con¬ 
sider cases in which no physical injury of any 
importance has taken place. 

The immediate effects of fear, shock or horror 
are too well known to need any detailed description. 
The eyes start out of the head* the heart beats 
violently, the skin grows cold, and a sweat breaks 
out, the limbs and body tremble, and in extreme 
cases the hair may stand on end, while the after¬ 
effects are usually marked by general prostration. 

All these signs show the intensity of the nervous 
disturbance that takes place; and one can easily 
understand that in a certain proportion of cases 
the effects produced may be of a more lasting 
character. 

Darwin considers that some of the signs of fear 
may, in part, be accounted for by the principles of 
habit, association, and inheritance, for, through 
numberless generations, men have endeavoured to 
escape from their dangers by flight and struggles, 
the final results of which will have been prostration, 
pallor, perspiration, trembling of muscles, or their 
complete relaxation. 

Whether this explanation be correct or not, it 
will, I think, be conceded that a person suffering 
from great fear has reverted for the time being to a 
lower mental level. 

Fear is innate in everyone, and is only kept in 
check by the knowledge born of experience. A 
child, for instance, is frightened at more things 
than a man whose knowledge and experience have 
taught him what to ignore and what to avoid, but 
even in adults the emotion of fear is often only 
lightly controlled, as seen by the unreasonable 
panics that are from time to time apt to occur 
both in individuals and in crowds. Thus, one 
effect of fright is to reduce the mental outlook to a 
more primitive state. The emotions are no longer 
controlled by reason born of experience. A dis¬ 
sociation of the mental processes has occurred, 
and in an instance where fright has occurred 
without any physical injury it is clear that the effect 
must be considered from the psychological as 
distinct from the physiological changes in the 
nervous system. Those who would rightly under¬ 
stand the nature of traumatic neuroses must regard 
them especially from the psychological aspect, for 
while psychological and physiological processes 


necessarily run hand in hand they must finally be 
considered as separately as the electric current and 
the wire along which it runs. Mental processes 
may be, and no doubt are, accompanied by mole¬ 
cular changes, but molecules and ideas are not 
interchangeable commodities. 

Dissociation and faulty association of ideas are the 
explanation of many of the symptoms of the 
traumatic neuroses, and it must be clearly under¬ 
stood that it is possible to damage the mental 
processes . without sustaining any recognisable 
physical* injury whatever, and in a pure traumatic 
neurosis in which there has been no bodily injury 
it is such a lesion that takes place. 

Now of all the functions which are affected by 
mental processes that of the vaso-motor system 
stands among the first. The area round which 
this system centres is situated in the medulla, and 
there is not a feeling of any kind that does not in 
some degree change the balance of this delicately 
poised mechanism. 

It has been shown that every pleasurable impulse 
reaching the brain is accompanied by. a rise of 
arterial tension, and conversely that every un¬ 
pleasant sensation is accompanied by a fall. 

Now a sensation, whether pleasant or the reverse, 
is a mental phenomena, so that we at once establish 
the fact that in the normal person the tone of the 
vaso-motor system in the medulla, and consequently 
the flow of blood through the brain, is modified by 
the flow of mental processes that is continuously 
taking place. 

Whenever, then, the mind receives a shock the 
vaso-motor centre is influenced in such a way as to 
cause dilatation of the splanchnic area and con¬ 
sequent fall in the pressure of the cerebral circula¬ 
tion, and if the injury is severe enough a dissociation 
may occur which leaves the vaso-motor centre 
isolated from the influence of the mental impulses 
that ordinarily reach it. The result is the occur¬ 
rence of a collection of vaso-motor symptoms such 
as rapid and low-tension pulse with corresponding 
cardiac palpitation, epigastric sensation, a sense of 
pressure on the head, sweating and tremors, all of 
which form the basis of most of the traumatic 
neuroses, and more especially of that particular 
type which comes under the usual heading of 
44 traumatic neurasthenia.” 

The symptoms resemble those of the more acute 
stages of fright. 
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Their duration depends largely on the intensity 
of the mental trauma, the type of individual in 
whom it occurs, and the line of treatment that is 
adopted. While a comparatively slight mental 
injury in a person of good health and average sta¬ 
bility will soon pass off, it may produce symptoms 
of a more lasting character in one who was pre¬ 
viously neurotic or in feeble health, and the 
prognosis in the latter depends largely on the 
efficiency of the treatment and the rapidity with 
which it is commenced. 

Just as newly severed surfaces of any substance 
are more easily and accurately approximated than 
those of longer standing, so it is with mental pro¬ 
cesses, which stand a better chance of re-associating 
while the impulses still tend to flow in their old 
stream than when they have been diverted for a 
long time in other directions. 

The simplest and the fundamental step in the 
traumatic neuroses appears, then, to be this dissocia¬ 
tion of the vaso-motor centre from its mental control. 

The clinical picture of any given case may 
entirely depend on it, but more often some mental 
symptoms are superadded. 

These mental symptoms are necessarily variable, 
but nevertheless, can be usually traced to their 
origin and accounted for. 

In the first place a patient after a shock generally 
suffers from nervousness in the sense that (1) he 
has a vague sensation of fear of the present and 
future, and (2) he is liable to start at the least sight 
or sound which takes him in any way by surprise. 

This fear, both in the general and the particular, 
depends mainly upon the association of ideas 
between the shock and any surprise sensation that 
occurs, and it only disappears when the remem¬ 
brance of the shock has become so faint as to cease 
to form a memory association with every 'sight or 
sound that is unexpected. Incidentally it will be 
understood how valuable complete isolation from 
all subsidiary shocks becomes by preventing the 
ideas of the original shocks from feeding, growing 
or forming a strong chain of associations with every 
casual stimulus that reaches them. 

In the next place we have the patient complain¬ 
ing of loss of power to concentrate his mind for 
consecutive thought, together with a tendency to 
dwell upon and to exaggerate the importance of his 
various—mainly vaso-motor—symptoms. 

For this there are two causes. In the first place 


the mental shock apparently weakens the power of 
consecutive association of ideas, so that instead of 
one idea following the same train of thought as the 
logical outcome of the previous one, the associa¬ 
tions are irregular and easily diverted along 
different channels so that the mind cannot be con¬ 
centrated on the same train of ideas for any length 
of time. In the next place there are a new set Of 
sensations to claim the attention of the patient. In 
health the viscera and vasomotor system perform 
their functions without giving rise to any recog¬ 
nisable sensations. 

On the other hand, as soon as these functions 
become abnormal, attention is directed to them; 
the palpitation of the heart, the flushings of the 
skin, the pressure on the head, and other sensations 
of a similar nature absorb the patient’s attention 
and cause him to puzzle over and exaggerate their 
meanings, to the detriment of any other occupation 
which requires his attention. 

If no improvement takes place it is possible for 
a further stage in the mental aspect to develop. 

The patient dwells on what he believes to be the 
peculiarities of his sensations, and, not being able 
to interpret them in the light of previous experience, 
he falls back on the view that they must be caused 
by some definite disease of his organs. He is then 
apt to become a confirmed hypochondriac with a 
general moody temperament, a source of depression 
to himself, and worry to all his friends. 

These are the usual stages through which the 
ordinary case of traumatic neurosis may pass, though 
happily improvement frequently takes place before 
the last-mentioned phase is reached. 

While we recognise that all these symptoms may 
arise in a traumatic neurosis, it is important to study 
their exact sequence in any given case. Ordinarily 
j the illness terminates with the recrudescence of 
vaso-motor symptoms and return of concentrating 
power. Less commonly, fortunately, is it followed 
by more definite and lasting mental symptoms 
such as hypochondriasis and depression. More 
over, it does not follow that such symptoms as 
hypochondriasis and depression following on a 
traumatic neurasthenia are necessarily always to be 
regarded as a direct sequence of the original acci¬ 
dent. 

It sometimes happens that a man, after being 
treated successfully for traumatic neurasthenia 
and expressing himself as quite well, finds on 
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returning to the world that his place has been 
filled and that work is difficult to obtain, not un¬ 
naturally becomes depressed and disappointed, 
and if his mental stability is not great he is 
apt to lose heart, to think he cannot work, and 
finally to cease to try. Following, as this state 
of mind does, on his previous illness, it is not 
unnatural to attribute it to the same cause, and the 
man is then represented as still suffering from 
traumatic neurosis arising from the accident. In 
such a case as I have depicted this inference is not 
correct, for analysis shows that there are two distinct 
illnesses from two distinct causes. In the first place 
the man suffers from a genuine traumatic neurosis 
as the direct result of the accident, which, under 
favourable conditions, entirely passes off. In the 
second place he suffers from depression through 
being unable to obtain work or to attain that 
measure of success which he thinks due to him. 
This is in itself an entirely separate condition 
having no direct bearing on the injury, and one 
which would presumably have occurred had the 
primary event been loss of work and position instead 
of injury. While one naturally sympathises with a 
man in such circumstances, one must admit that he 
had, at a given date, recovered from the effects of 
his injuries. It need hardly be said that the 
greatest care must be taken to do justice to such 
a man in arriving at the conclusion that the last 
part of his illness is really separated from the first. 
All the details of his progress must receive the most 
careful consideration, and the evidence of the 
medical man who treated hirft for the primary 
traumatic neurosis must, if possible, be obtained. 
He, and those associated with him, can give an 
account of the continuity of the patient’s progress, 
whereas one who saw the patient on one or more 
occasions for the purpose of making a special 
examination and report may possibly be misled into 
interpreting a temporary variation as a permanent 
condition, for, as everyone will admit, this type of 
patient is especially prone to differ from day to 
day. There is another class of case equally im¬ 
portant from a medico-legal point of view, in which 
the patient’s original injury and nervous shock have 
both been of a trivial nature, e. g. some compara¬ 
tively unimportant injury to a finger, toe or limb, 
which has apparently recovered to all intents and 
purposes, and yet the patient cannot be persuaded 
to return to work. In such a case it may be clear 


that the patient has,,with the aid of sympathetic 
friends, deliberately brooded over his injury and his 
temporary inability to work until he has worked 
himself into a sullen determination that he cannot, 
and will not try. It is obvious that such a mental 
condition cannot fairly be attributed to the effects 
of a trivial accident, a fact which the courts of 
law have recognised in deciding that a man who 
unreasonably broods over his injuries is not a 
proper subject for the continuation of compensation. 
To illustrate this highly important class of case I 
have, in the paragraph above, depicted a somewhat 
extreme example, in which the primary accident is 
presumed to be comparatively unimportant because 
in such a case the disproportion between the mental 
attitude of the man and the nature of his injury is 
easily recognised. All instances are not so obvious, 
and the relationship of the mental and bodily 
symptoms is often difficult to determine, since 
everyone will admit that a tendency to exaggera¬ 
tion may be one of the legitimate symptoms of a 
traumatic neurosis. Those who set out to prove 
this condition in cases which are at all complicated 
need their evidence to be distinctly definite and 
convincing in order to gain their point. 

In yet another class the patient has received 
some direct and unexpected violence to the trunk 
or a limb, which is followed, according to his state¬ 
ment, by a persistent pain or stiffness for which 
nothing can be found to account. One of the 
commonest types of this class is an injury to the 
back or side produced by a fall or blow of moderate 
! severity. Let it be assumed that consciousness 
was not lost, and that beyond some bruising of the 
soft parts no injuries whatever can be detected, the 
j vertebrae and spinal cord being, so far as can be 
I ascertained, quite normal. One would think a 
patient'of ordinary physique suffering from an 
uncomplicated case of this kind should recover 
within a reasonable time, and be able to return to 
work, but unfortunately such a desirable result 
does not always occur, and litigation eventually 
takes place with the object of showing the patient 
1 is suffering from “traumatic neurasthenia.” Now 
| this class of case as I have depicted it above is 
j most certainly not one of “ traumatic neurasthenia,” 
nor is it a true traumatic neurosis at all if the term 
is to have any definite meaning. There has in 
such a case as I have in mind been no symptom of 
shock to the nervous system at the time of the 
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injury or within any reasonable distance of time 
from it. The patient’s mental condition has beep 
normal while he is in bed under treatment, and 
the first sequela of importance is a feeling of 
stiffness across the lower part of the back, together 
with the feeling of general weakness which is 
common with illness and accident. If the patient 
is able and willing to undergo suitable treatment 
these symptoms will, in the majority of cases, duly 
pass away, but if he returns home and does nothing, 
as not infrequently happens, and his stiffness does 
not rapidly disappear, he begins to dwell unduly 
on the matter, and under the sympathy of his 
friends he fails to make the necessary effort to 
exert himself, and has not the courage to bear a 
moderate amount of temporary discomfort, which 
would almost certainly rapidly pass off when the 
muscles were properly exercised. Instead of 
making any effort he prefers to lounge about with 
his body in the position that gives him greatest 
ease. This position in such a case as I am now 
considering will be one of flexion, and so the back 
is persistently kept bent. After a time the habit 
and position become fixed and the man finds it 
more and more difficult to stand upright. His 
mind deteriorates with his body and he finally 
becomes incapable of making any mental effort to 
exert himself. At this stage it may perhaps be 
said, using the term in its widest sense, that he 
is suffering from neurasthenia, but it certainly is 
not traumatic neurasthenia. 

It is in this class of case that it is so eminently 
desirable that treatment should be commenced 
without delay if success is to be obtained. After 
months of inaction when the muscles have become 
fixed and the mind inert there is little likelihood of 
getting the man back into a condition for work. 
On the other hand, if taken in hand at once, the 
muscles can be kept supple and the mind kept 
active up to the time when it is right that a return 
to work should be made. Moreover, any tendency 
to malingering may generally be checked at an 
early stage, which later on is apt to become so 
merged with errors in habit of mind and body that 
it is difficult to say where truth ends and falsehood 
begins. 

What has been said about commencing treat¬ 
ment as quickly as possible is equally applicable to 
all kinds of traumatic neuroses. The details as to 
the form of treatment cannot be considered here, 


but one or two points may be mentioned. First, it 
is often stated that a man suffering from a trau¬ 
matic neurosis is all the better for occupying 
himself. As a general statement this is well 
enough, but certain provisos are necessary. First, 
the patient must have progressed sufficiently to be 
able to take up some occupation. To force a man 
to exercise his mind and body before he has 
sufficiently recovered from the effects of his primary 
shock is harmful, and likely to prolong his illness 
indefinitely. On the other hand, I am quite sure 
that the practice of isolation is often continued too 
long. 

The nature of the occupation must be considered, 
and whenever possible should be one which, while 
at first not being too arduous, yet requires a 
certain amount of concentration and so exercises 
the mental faculties. 

Again, in returning to work, whether it be mental 
or physical, the man should, whenever possible, be 
allowed to begin gradually. Few people can 
immediately go quite smoothly into full work even 
after taking a holiday; much less, therefore, is it to 
be expected that it should be done after weeks’, or 
possibly months’, absence from illness, unless the 
patient is carefully trained to the necessary exertion. 
The one object which all parties should have in 
view is to restore both physical and mental working 
capabilities, and every patient should individually 
be systematically and scientifically treated with 
that end in view. 

I propose to deal with the details of treatment 
in a paper to follow, but personally I am of opinion 
that mental and physical training should form the 
latter part of the patient’s treatment while he is in 
hospital, and that every effort should be made to 
turn him out physically and mentally fit to resume 
his work straight away. 

June 10 th 9 1912. 

Dietetic Treatment of High Blood-pres¬ 
sure. —Eustis regards high blood-pressure as due 
to a toxaemia, and experimental results obtained by 
him he believes explain the good results of a low 
protein diet and stimulation of elimination in the 
treatment of this condition. In cases of high 
blood-pressure elimination by catharsis and copious 
administration of water is indicated unless the 
heart muscle is not functioning properly. A diet 
composed of substances which yield little or no 
tyrosin on digestion is indicated.— -Journ. A.At,A ., 
vol. lviii, No. 21. 
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A DEMONSTRATION OF CASES 
OF SKIN DISEASE. 

By JAMES GALLOWAY, M.D., F.R.C.P., 
Physician, etc., to Charing Cross Hospital. 

Gentlemen, —The cases I propose to show you 
to-day illustrate some of the consequences of 
affections of the circulation on the skin. 

Case of Wide-spread Congestion of the Skin, 
with Pain in the Extremities. 

This patient, a woman, about 30 years of age, 
was referred to me by my colleague, Mr. Daniel, 
on account of the neuralgic sensations of which 
she complains, affecting the hands and feet, which 
are associated with an unnatural redness of the 
skin of these parts. You will notice that the 
patient seems to be ruddier than normal in all the 
exposed ports of the body, and I may tell you that 
the skin tends to be congested throughout, so that 
pressure of the hands on any part—for instance, on 
the chest or on the back—easily leaves the marks 
of the pressing fingers for a few moments. This 
tendency to congestion is, however, more pro¬ 
nounced on the dependent parts of the body, and 
at the present time especially on the forearms and 
hands. 

To-day the atmospheric temperature is com¬ 
paratively mild, and she is more comfortable than 
she has been on most of the occasions on which 
she has visited the hospital during the winter, 
but during the cold weather she is apt to suffer 
from numbness of the extremities and pallor; this 
condition not only produces the phenomena of the 
“ dead fingers ” which are not uncommon in cold 
weather, but extends to the skin of the hands and 
even the forearms. Exactly the same condition of 
affairs is noticeable in the feet and sometimes on 
other parts of the body, such as the ears, cheeks 
and nose. 

In this patient’s case the attacks—pallor and 
numbness—last for a considerable period, associated 
all the while with distressing neuralgic sensations 
of the affected parts, and even when this difficulty 
of circulation gives way and the ischaemic parts 
become congested the neuralgic sensations remain ; 
and although the redness produces a considerable 
degree of disfigurement, it is not for this cause that 
the patient seeks relief, but on account of the 


distressing and long-continued neuralgia. The 
symptoms which I have pointed out as existing 
have been present for a long time, indeed so long 
as the patient can distinctly remember, but the 
neuralgia increases in severity. 

So far as can be ascertained on physical examina¬ 
tion there is nothing else wrong with this woman. 
The heart appears to be normal as ascertained by 
ordinary methods of examination, as is also the 
frequency of the pulse, and no disease of the blood¬ 
vessels can be identified. There is no history of 
any serious illness likely to have any influence on 
this condition. 

On two or three previous occasions I have taken 
the opportunity of showing you patients suffering 
from cutaneous lesions in which more definite 
evidence of vascular disease could be ascertained 
than in the present case. For instance, I show 
you now on the screen lantern-slides to remind you 
of a case of slow, progressive gangrene affecting the 
finger-tips in the case of a woman who suffered 
from the effects of syphilis acquired at least thirty 
years ago, and from a similar case of disease in a 
male patient I show you the microscopic appear¬ 
ances of the arteries and veins supplying the foot, 
which had become gangrenous. You will notice 
the thickened and irregular coats of the artery and 
also the thickened and changed tissues of the venae 
comites, and the thrombosis which has occurred 
both in the artery and its accompanying veins. This 
is an example of gross disease of the blood-vessels 
of syphilitic origin accompanied by long-enduring 
symptoms of spasmodic contraction and dilatation 
of the blood-vessels of the extremity, finally leading 
to gangrene. But more distressing to the patient 
than the actual visible signs of disease was the 
agonising neuralgic pain from which she suffered in 
the affected limb. 

Someof you will rememberanothercase—a young 
woman of about nineteen who suffered from very 
much the same symptoms affecting the hands and 
feet, but especially the hands, in whom no disease 
of the blood-vessels could be definitely recognised, 
but who nevertheless developed peripheral gangrene 
and who suffered from the same type of pain, 
though not to such an excessive degree. You will 
recollect that we decided to consider the case of 
this young woman as a true case of uncomplicated 
Raynaud’s disease. It is of much importance for 
you to remember that in the case of this young 
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woman there occurred symptoms of paraplegia 
during one of her attacks, a paraplegia from which 
a very good recovery was made, but some evidence 
of changes in the spinal cord persisted in the form 
of increased reflexes in the lower extremity. I am 
sorry to say that this patient has passed from bad 
to worse, that the symptoms of Raynaud’s disease 
have not diminished, and that the nervous mani¬ 
festations have recurred, and that she now is bed¬ 
ridden on account of return of the paraplegia. It 
can hardly be doubted that an affection of the 
blood-vessels of the spinal cord must have occurred 
similar to what we saw of the extremities. 

In the two cases which I have quoted first we 
have examples of definitely recognisable gross 
arterial degeneration, associated with peripheral 
vascular disturbances in which pain was one of the 
most prominent features. In the last case pain 
was also a prominent feature, although no gross 
changes in the blood-vessels could be recognised. 

The case now before you represents still another 
variety of instability of the peripheral circulation, 
the local lesions being accompanied by the charac¬ 
teristic vascular neuralgic pain. The cause of these 
cases of vascular disturbance with neuralgia is not 
at all well understood, and its discovery will form 
an exceedingly important clinical investigation. 
Much attention up to the present time has been 
attracted to the gross changes in the larger blood¬ 
vessels due to such diseases as syphilis, as seen in 
the sections I have just demonstrated, but we must 
bear in mind that the smaller vessels, the arterioles, 
the capillaries and venules are also damaged as the 
result of syphilis and other infections. It is almost 
certain that in many similar cases, apparently only 
functional in their origin, and in whom no gross 
disease can be ascertained, the less noticeable 
changes in the smaller blood-vessels occur with 
consequent vascular peripheral symptoms and 
especially pain. Damage produced by congenital 
syphilis in the vascular system of young persons 
is likely to have an important influence in the 
causation of some of these cases of vascular dis¬ 
turbance of the skin associated with neuralgia of 
the extremities. In the present case this aetiological 
relationship has been prominently in my mind. 

Case of Erythema Induratum—its Relation¬ 
ships. 

The second case which I now show you occurs 
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in this woman, aged about 41 years. You will see 
that on both legs there are purple and pink patches 
of discoloration noticeable in the skin. On palpa¬ 
tion these discoloured areas correspond to nodules of 
various sizes originating in the subcutaneous tissue, 
for in many instances the skin is freely movable 
over the nodules. Smaller nodules can be felt 
about the size of a small pea—others somewhat 
larger. The lesions are of long duration, and in 
process of time some of them involve the skin 
itself by the spreading of a very chronic form of 
inflammation. Then the skin assumes the purple 
congested tint which you notice; the areas of con¬ 
gestion may meet each other and form such an 
irregular rounded patch as you may see here. The 
lesions at the present time are confined to the 
front and back of both legs, but they have also 
occurred on the lower part of the thighs above the 
knees. In only a very few instances has the surface 
become broken and ulcerated over these nodules. 
Usually after months the induration begins to dis¬ 
appear, and a stain, somewhat resembling that of a 
bruise, remains for a long time afterwards. You 
will see that only one or two small scars may be 
observed. The nodules are tender on manipula¬ 
tion, and they produce a good deal of pain when 
the legs are long held in the dependent position. 
You will agree, from the appearance of the patient 
and from the description of the case, that this is an 
example of the disease usually known as erythema 
induratum—also sometimes called Bazin’s disease. 

The aetiology of this condition is at present 
causing a good deal of discussion. No doubt 
many cases of erythema induratum were diagnosed 
in the past as examples of subcutaneous syphilitic 
nodules, and were treated erroneously as such, but 
there are so many points of differentiation in the 
diagnosis between subcutaneous syphilitic gummata 
and the lesions of erythema induratum that a small 
amount of knowledge and care will suffice to diffe¬ 
rentiate these two forms of disease from each other. 
Many who have studied these cases consider that 
the lesions are produced by tuberculous infection, 
and should be regarded definitely as evidence of 
tuberculous disease. No doubt tuberculous gum¬ 
mata of the subcutaneous tissues may occur just as 
syphilitic gummata occur, but even from the 
peculiar naked-eye appearance of the lesions in this 
case no one would be willing to say that actual 
tuberculous growth had occurred, producing the 
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numerous nodules which you see. Local tubercu¬ 
losis produces a different form of induration—it 
tends to continuous invasion of the tissue, to 
ulceration and scar-formation; tubercles do not 
spontaneously resolve as so many of these have 
done. From the clinical point of view the sug¬ 
gestion that these lesions are multiple tuberculous 
infections is extremely unlikely. 

In this reference it is important to bear in mind 
the previous history of the patient. She first came 
under my observation some three or four years ago 
as an in-patient in Charing Cross Hospital, suffering 
from severe anaemia of the ordinary simple type. 
She looked very anaemic, and the examination of 
the blood showed a great diminution both of the 
red blood-cells and of the haemoglobin. She had 
been working hard and had suffered from domestic 
trials and worry. No definite cause for the anaemia 
could be discovered except over-work and probably 
insufficient food, and on repeated careful examina¬ 
tion no other evidence of disease was ascertained. 
But during this period of ill-health associated with 
anaemia the nodules of erythema induratum in the 
legs and thighs began to make their appearance, 
and they have continued up to the present time. 
The patient is now in more happy circumstances, 
the anaemia has disappeared, her health is good, 
but the erythema induratum persists, though not to 
such a severe degree as formerly. During the 
whole of this period the patient has been under 
frequent observation and has been repeatedly 
examined—no evidence or sign of tuberculosis has 
ever been recognised. I recognise the case, there¬ 
fore, as an example of the disease occurring apart 
from tuberculosis. There is strong evidence, both 
from clinical and histological observations, that 
erythema induratum may make its appearance 
quite apart from tuberculosis, under various debili¬ 
tating circumstances. In this case a period of 
severe simple anaemia seems to have been the 
starting-point of the disease. Histological examina¬ 
tion of such cases seems to show that in some of 
them localised thrombosis of subcutaneous arteri¬ 
oles and venules causes the formation of the small 
nodules of inflammatory tissue, while Dr. Arthur 
Whitfield in two interesting papers on the subject 
brings forward evidence to prove that the actual 
lesion is of a chronic inflammatory, or perhaps de¬ 
generative character, involving the fat-cells of the 
subcutaneous tissue and the production of an infil¬ 


tration of round cells of simple granulomatous 
character. 

From what I have said, you will, I think, agree 
that there are close resemblances between this long- 
lasting variety of nodular erythema and the much 
more acute process with which we are more familiar, 
namely erythema nodosum. Both these diseases 
seem to occur as local manifestations of a general 
toxaemia arising in many different ways. Rational 
treatment of any such case must therefore consist 
in recognising and in successfully dealing with the 
underlying disease. Rheumatic infections and toxic 
absorptions from the alimentary and genito-urinary 
tracts are probably frequent causes of this type of 
eruption. In the present case the treatment of the 
patient’s anaemia by means of rest and appropriate 
medicinal remedies, and the fortunate chance that 
she has been able to lead a more restful life than 
formerly, have all tended to improve the local con¬ 
dition as well as her general state. 

Case ok Chronic Eczema in a Syphilitic ani> 
Gouty Subject. 

The third case I wish you to see is this man, 
now aged about 58 years. He has been sent in to 
my wards suffering from w T ide-spread eczema. This 
disease has for two years or more been a source of 
trouble to him, affecting mainly the extremities, 
and has usually been the dry scaly type of the 
disease. Within the last few weeks, however, it 
has assumed another form, has become much more 
erythematous, and has spread to the trunk, espe¬ 
cially affecting the groin, the abdomen and the 
lateral aspects of the chest as high as the axilla, 
and also his face and neck. You will recognise 
at once that the condition has been a very difficult 
one to treat, but I am glad to say that you see 
little or nothing now of the secondary invading 
form of the eruption, and only a little of the scaly 
variety on the extremities. You will notice on the 
legs also these pigmented scars, which, without any 
history, are sufficiently characteristic to raise the 
strong suspicion that he has suffered from syphilis. 
I know that this is the case, because some years 
ago, when I w r as seeing out-patients at the hospital, 
he was under my care with definite outbreaks of 
late gummatous syphilitic lesions. 

The man has now a stout, muscular, even florid 
appearance ; he is by occupation a bricklayer, and 
has been in good employment, has been able to 
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live comfortably, and has taken a fair amount of 
alcohol. It is not altogether surprising, therefore, 
that since he has been in the hospital he has had 
two characteristic attacks of gouty arthritis affecting 
the feet and hands. The urine shows also small 
traces of albumen from time to time. When in bed 
and under a somewhat restricted dietary, the 
albumen as a rule disappears. I have no doubt 
that many now with a clear conscience, and 
probably the majority of physicians a few years 
ago, would make the diagnosis that this is a case of 
“gouty eczema” of chronic duration, and that the 
recent attack from which he has suffered has been 
an implanted eczema or infective dermatitis starting 
from the original scaly places and due partly to the 
increase in number of infective micro-organisms in 
the skin. The term “gouty eczema,” though in 
some respects appropriate, does not lead us very 
far in explaining the causation of this condition. 

I now show you on the screen some lantern- 
slides which may perhaps explain the condition a 
little more clearly. The drawings and microscopic 
preparations are made from a patient, an elderly 
man, also recently under my care in Charing Cross 
Hospital. He suffered from a most inveterate form 
of exfoliative dermatitis with occasional outbreaks 
of small flaccid vesicles or bullae. These contained 
very little fluid, leaving only a slightly moist 
surface, and healed rapidly under mild antiseptic 
measures. The exfoliative dermatitis proceeded 
apace and finally he died from exhaustion. The 
disease commenced in the extremities, and you will 
observe the condition of the foot and leg in this 
coloured slide. The general reddening and ex¬ 
foliation of the epidermis is obvious. On examin¬ 
ing microscopic sections of the skin the thinned 
and exfoliating epidermis is clearly seen. There 
is little or no infiltration of the cutis with inflam¬ 
matory material, especially almost no traces of 
infiltrating round-cells, so usually the result of all 
forms of inflammation. If you look a little deeper, 
however, and observe the smaller arterioles and 
other blood-vessels in the deeper layers of the 
cutis, you will see that many of them are obviously 
abnormal. The internal and middle coats of the 
blood-vessels are thickened, the internal coat 
especially being irregularly thickened and the 
lumen of the blood-vessel is clearly encroached 
upon. I cannot tell you much more as to the 
condition of the viscera, as we were not able to 


have an autopsy on this case; but there is suffi¬ 
cient in these microscopic preparations to show 
you that the skin could not have been welt 
nourished owing to the alteration of the blood 
vessels, and this may well have been one of the 
principal factors in producing the very severe 
degeneration of the epidermis which finally proved 
fatal. 

In the case of “ gouty eczema ” in the patient I 
have just brought before you, you will remember 
that the fact of his proneness to gout is also likely 
to bring about changes in his blood-vessels. In 
this particular case there is also the influence of 
the old attack of syphilis to bring into account; 
having had syphilis and now suffering from gout 
there is much reason to suspect that he is liable to 
degenerative changes in the blood-vessels. When 
these changes affect the large blood-vessels they 
produce signs of so obvious a nature that we 
cannot miss noticing them, but it must be borne in 
mind that the smaller blood-vessels, including the 
cutaneous arterioles, are liable to suffer from the 
same degenerative process, resembling, in this 
respect, the changes which also occur in the small 
blood-vessels of the kidney. With the narrowing 
of the calibre of the arterioles of the skin-network 
the proper supply of nutrition to the epidermis is 
impeded and degenerative processes take place. 
The epidermis becomes dry and scaly, the usual 
forerunner of an attack of gouty eczema. The 
surface so injured is liable to bacterial infections of 
all sorts, some of them being pathogenic. The 
acute erythematous attacks of dermatitis with 
cedema and oozing, as well as scaliness, are probably 
the result of these bacterial invasions of the integu¬ 
ment, already injured by want of appropriate blood- 
supply. It is in this way that we can give a 
rational explanation of, at any rate, some of the 
cases of so-called “ gouty eczema.” 

The patient in question has been kept in bed on 
a sufficient, but very bland and easily digested 
dietary, with no alcohol. For the first two or three 
days we used for the inflamed surfaces, including 
the face, light applications of lint, just kept moist 
and no more, with a solution of the glycerine of 
sub-acetate of lead, diluted one part in fifteen of 
water. These were frequently changed night and 
day. It was especially necessary to be careful to 
do this in the region of the groin and between the 
thighs, where much inflammation had occurred as 
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the result of friction of clothes while walking about, 
and the difficulty of keeping the applications 
previously ordered in position. As soon as I f 
thought it safe I ordered him a warm bran bath for j 
the whole body, taking care that he was gently and j, 
thoroughly dried after the bath, that the bath room 
was warm, and that he came rapidly back to a warm 
bed. You must recollect that such cases are 
especially liable to suffer severely from chills. i 

After the first bath I tried to do without the ! 
application of lotion, keeping the parts as dry as 
possible and inducing them to heal. For these 
purposes I arranged three applications. First, a ! 
powdering on the dryest and most healing parts 
with a powder containing a fine siliceous earth ( 
(cimolite) and zinc oxide. For the parts which 
were still slightly inflamed and tending to crack I 
departed from my usual rule to avoid ointments in* 
such cases by ordering for him a paste made with 
cimolite, a very small proportion of boric acid, and 
the unguentum zinci. This was arranged of such 
a consistence as to remain continually on the 
healing surfaces. The use of such a paste prevents 
the feeling of pain produced by the stiffness and 
the tendency of the imperfectly healed surfaces to 
crack. In other parts, such, for instance, as in the 
groin and in the nates and on the abdomen, where 
the healing was not so advanced, the surfaces were 
painted over with a weak solution of ichthyol about 
one in ten without other dressing, allowing the 
ichthyol to dry on the surface. This painting was 
frequently renewed. The use of certain neutral 
tarry preparations, when properly applied and kept 
applied in cases of erythematous eczema, has long 
been recognised as being beneficial in many forms 
of eczema. I had no scruple in giving him a bran 
bath at first every third day, then every other day, 
much to the comfort of the patient; and now, as 
you have seen, the condition of the skin is almost 
well, with the exception of the tendency to the dry, 
scaly state of the extremities, which existed before 
the acute attack of dermatitis, and for the reasons I 
have explained to you is likely to persist. 
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Treatment of Meg&oolon.— Soto analyses the 
various methods of treatment that have been 
applied and the results, reporting five cases, in 
which three of the patients were cured by operative 
measures. One succumbed to the effects of eventra¬ 
tion from the post-operative vomiting (chloroform), 
and another to peritonitis.— -Journ. v'ol. 

lviii, No. 21. 
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PoBt Mortems and Morbid Anatomy.— We 

have received from Messrs. Constable & Company, 
Limited, a volume on 1 Post Mortems and Morbid 
Anatomy/ by Theodore Shennan, M.D., F.R.C.S. 
The subject-matter is excellently arranged, and the 
book contains 207 illustrations together with three 
coloured plates. As the author states in his preface, 
while the volume has been written primarily with 
the object of assisting students, practitioners, and 
teachers of pathology, it is hoped that the labora¬ 
tory worker, the practising pathologist, and the in¬ 
vestigator of pathological problems, will also find 
in it something of value suited to their several needs. 
The following extract with regard to the considera¬ 
tion of colour in an examination of the lungs is 
taken from the chapter dealing with the respirator}* 
tract and lungs, and is an excellent example of the 
value of the work : “ In the child the lungs are of a 
uniform pink colour throughout, provided pneu¬ 
monic consolidation be absent. On the outer surface 
the lobules can be easily distinguished by the mosaic 
markings on the surface formed by the junction of 
the interlobular septa with the deep layer of the 
pleura. In the healthy adult, at all events under 
civilised conditions, the pink colour is concealed 
by a varying degree of carbon pigmentation. The 
carbon is deposited in the lymphatics of the deep 
layer of the pleura, thus outlining the polygonal 
lobules and emphasising the tesselated or mosaic 
appearance of the pleural surface. On the cut 
surface, it is distinct along the septa and surround¬ 
ing the bronchi and large vessels. All patches of 
new fibrous tissue formed as the result of inflamma¬ 
tory changes, or from the irritation of foreign 
particles, tend to become impregnated with carbon 
pigment. Such pigmented fibrous tissue is con¬ 
stantly found in relation to healed foci of tuber¬ 
culosis, but it is also met with in chronic fibroid 
tuberculosis, and in the pneumoconioses (dust 
diseases). An exception to this rule is met with in 
certain forms of syphilitic interstitial pneumonia, 
in which the new fibrous tissue maybe unpigmented. 
The blue-black colour of carbon pigmentation is 
readily distinguished from the sepia colour of 
secondary melanotic tumours. In extreme anaemias 
the lungs are pale and grey, apparently devoid of 
blood except posteriorly, where hypostasis increases 
the amount of blood present and produces a 
reddish-brown colour. A bright red or pink colour 
is found in the lungs in poisoning with carbon 
monoxide, or with sulphuric acid. Even in lungs 
which are practically healthy, the blood tends to 
gravitate after death to the posterior parts (hypo¬ 
stasis). Gangrenous areas are either grey or black, 
and the peculiar, penetrating, offensive odour 
reveals the nature of the condition. All collapsed 
areas become of a dull purplish colour unless there 
is carbon pigmentation, which gives them a slate- 
grey colour.” 
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A DEMONSTRATION OF SURGICAL 
CASES.* 

By A. H. TUBBY, M.S., F.R.C.S., 
Surgeon, and in Charge of Orthopaedic Department, 
Westminster Hospital. 


Suppurating Branchial Cyst. 
Gentlemen,— The patient of whom I am now 
speaking is a man, set. 25 years, who was admitted 
into the Westminster Hospital with the following 
history: He has a small lump at the front of his 
neck. It has been present since Christmas, and 
he first of all noticed it on the outer side of the 
neck. It gradually extended down until it came 
in contact with the sternum. When I saw the 
patient there were, just above the sternum, two 
discharging areas, where the skin had given way. 
A diagnosis had been previously made of sup¬ 
purating tuberculous glands, but the history of 
the lesion was not quite in accord with this affec¬ 
tion. As you know, the branchial clefts run from 
the angle of the jaw downwards and inwards to the 
middle line. There are five clefts and four arches, 
and there may be in any cleft a cystic formation, 
which is not at first of serious moment, but later 
may give rise to trouble. 

These branchial cysts are of four kinds. First, 
there is the mucous, exemplified by ranula; secondly, 
the serous, typified by congenital hygroma ; thirdly, 
there is the atheromatous, which partakes of the 
characteristics of a sebaceous cyst, of which our 
present case is an example; and lastly, there is 
the sanguineous. Serous branchial cysts gene¬ 
rally give some evidence of their presence quite 
early in life. I have seen cases of cystic hygroma 
of the neck, of the serous type, appearing in infancy. 
They may be either unilocular or multilocular, 
containing more or less clear fluid, rarely mucus. 
In many cases they are extremely difficult to deal 
with, because they often lie in immediate contact 
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with the vessels, and they usually have extensive 
ramifications. I remember seeing one case where j 
the cyst ramified in every possible direction beneath | 
the fascia and underneath all the vessels of the neck, ! 
so that it was absolutely impossible to remove it. j 

An example of the mucous form of branchial | 
cyst is a ranula, which may appear on the floor of | 
the mouth, and is frequently noticed in early life. | 
This type is, as a rule, unilocular, and does not 
give rise to serious trouble in its removal. The 1 
third form of branchial cyst is sanguineous, and j 
is often found in connection with the internal ! 
jugular vein. The fourth is the atheromatous type, j 
of which the case now before us is an example. 
When I proceeded to operate on it I found it was 
necessary to make a free incision as high as the 
greater cornu of the hyoid bone, before I could 
dissect it out. Near the middle line the dissection 
was quite easy, but as one went upward and came j 
nearer to the internal jugular vein the operation 
became somewhat difficult. 

Branchial cysts may give rise to difficulty in 
diagnosis, particularly when they lie near the j 
vessels, because they appear to pulsate, without, 
however, having any communication with the , 
vessels. One practical lesson we learn from these | 
cases is very simple and that is to treat them with j 
very great respect. I may say here that the removal ! 
of sebaceous cysts in any form has caused more ' 
men to come to grief than perhaps one realises. A 
young practitioner may see a man with a sebaceous 
cyst, inject some local anaesthetic and endeavour 
to take out the cyst. I have heard of some curious 
things happening. The operation perhaps is started 
and the cyst proves to have ramifications. After a 
certain amount of cutting about the operator 
despairs, and the patient, who feels a great deal of 
pain, absolutely refuses to go through with the 
operation. The operator then scoops out the con¬ 
tents without realising that the thing is bound to 
come back again. In other cases an ill-performed 
operation may result in complications such as ery¬ 
sipelas or septicaemia. It is well known that a 
surgeon in the early part of last century, who after¬ 
wards became very distinguished, undertook to 
operate on a sebaceous cyst in his consulting-room, 
under unsuitable conditions, and the unfortunate 
patient, a well-known city man, developed erysipelas 
and died. The surgeon’s reputation suffered severely 
for some years. Never, therefore, consider the 


removal of a sebaceous cyst a small or trivial 
operation. 

Labial Chancre. 

This patient is an example of labial chancre. It 
is not at all typical now, but only a few days ago it 
was so. The point is that an indurated swelling 
appearing on the lip in the female sex is strongly 
suggestive of chancre. Another corroborative sign 
is that she has enlarged shotty glands. The reason 
that I have brought her here is that she has had 
130 c.c. of salvarsan, and since the injection, three 
days ago, the chancre has much altered in appear¬ 
ance, and has already begun to disappear. With 
regard to this remedy my reading and personal 
observation have convinced me that salvarsan is 
a remedy of great value in such cases. 

About four weeks ago I was in Munich, where I 
saw some cases of syphilis treated in this way, one of 
which was particularly striking. A man developed 
paralysis of the external rectus due to a syphilitic 
cerebral lesion. He had an injection of “ 606 ” a 
week before, and the paralysis was already dis¬ 
appearing. If you read the details of the treatment 
you will find that injection of salvarsan, especially 
in early cases, is extremely satisfactory. There are 
certain risks following this particular treatment— 
risks of ear and eye trouble, and of cerebral 
symptoms occurring; but they are small as a rule, 
and they are only considerable when previous eye 
or ear disease has existed, and when the condition 
of the cerebral arteries is defective, i.e. if they are 
atheromatous. 

Dislocation of the Head of the Radius. 

This case is one of dislocation of the head of the 
radius forward due to relaxation of the orbicular 
ligament. The result of this is that the elbow-joint 
is very weak. There is a good deal of lateral 
movement, so that the arm can be placed in the 
peculiar position you see. The other elbow is be¬ 
coming affected in the same way. The fact that 
both elbows are affected seems to indicate that the 
lesion is not local, although she says she injured one 
elbow only. The reason why I introduced the case 
is that some time ago I was consulted on behalf of 
a child who had come from the Cape with a 
forearm that presented a very curious feature— 
complete extensor paralysis of the wrist. For a time 
I was very puzzled to know the reason of the 
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dropping of the wrist. In the course of further 
examination I discovered that the boy had disloca- j 
tion, or partial dislocation, of the head of the radius i 
backwards, which had stretched the posterior inter- : 
osseous nerve and so caused the paralysis. It was I 
a somewhat difficult case to treat, but on thinking it 
over I decided that the best thing to do was to 
replace the'orbicular ligament, which had been torn. J 
Therefore I cut down on the posterior aspect of 
the head of the radius and put in an artificial 
orbicular ligament of silk. This I fixed by boring 
through the ulna in two places, and passing the , 
silk round the neck of the radius. By these means 
the radius was held in a normal position, and i 
the pressure on the interosseous nerve was relieved. 
When the boy came to me he could not extend j 
his wrist; he can now move the hand up and | 
down, though he has not acquired the full power j 
of hvper-extension of the wrist. That is an example 
of one of the complications that may result from i 
dislocation of the head of the radius backwards. 

As a rule, the form of dislocation of the head j 
of the radius known as “ Hutchinson’s elbow ” is 
due to the nurse taking the child by the hand and 
giving it a sharp pull. Those who practise at 
children's hospitals often see examples of this 
particular type of case. 

Paralytic Talipes Calcaneus. 

The patient has a rather unusual deformity of 
the foot, known as talipes calcaneus, which is due 
generally either to congenital or paralytic causes. 
Congenital talipes calcaneus differs entirely in 
appearance from the paralytic type. The shape of 
the foot in congenital talipes calcaneus is owing to 
the facts that the heel is dropped and the toes are 1 
raised, and the important point of distinction is that 
in the congenital form there is no exaggeration of 
the plantar arch. The deformity in congenital 
calcaneus is a very simple one, and consists of ex¬ 
cessive dorsiflexion at the ankle, differing entirely, 
as you will see here, from this form, the paralytic. 
This boy has a very hollow plantar arch ; the heel j 
is dropped and the toes are also dropped consider¬ 
ably, whilst the arch is raised so that the appearance 
is entirely different from that seen in the congenital 
form. i 

There are other and rare conditions of talipes 
calcaneus. Some time ago a captain of Engineers 
came to me, and I found he had talipes calcaneus. 


The cause of it was rather striking. While he was 
going the rounds one night in camp in the Tirah 
campaign, a Pathan crept up behind him, slashed 
at him with a knife and cut through the boot 
down through the soft tissues to the tibia and 
fibula, so that the posterior tibial nerve was divided 
and the muscles also, with the result that he 
developed a typical form of talipes calcaneus. That 
was of course paralytic, because the nerve was 
divided. Undoubtedly, however, the most common 
cause of all is infantile paralysis. Thereis, how¬ 
ever, another cause, which I think all those who 
practise surgery^will do well to note. You some¬ 
times see very pronounced talipes calcaneus after 
section of the tendo Achillis for equinus. I do 
not know whence the idea has arisen, but some 
people seem to think that you may divide this 
tendon and allow the patient to walk a week after¬ 
wards. They do not realise that a tendon requires 
as much rest for healing as a fracture. I have seen 
a moderate number of cases in which a patient has 
been allowed to walk soon after the section of the 
tendo Achillis, with the result that the heel has 
dropped and the foot has become partially useless. 

To refer for a moment to the appearance pre¬ 
sented by these paralytic cases, the heel is globular 
and projects considerably; the sole of the foot 
is very concave and in it there is always a con¬ 
tracted band of fascia. The toes are on a level 
with, or higher than, the heel, but not turned directly 
forwards and upwards in the same way as in the 
congenital form. The paralytic deformity presents 
a great deal of difficulty in treatment, as is shown 
by the very large number of operations devised for 
its remedy. I will enumerate a few that have 
failed, and will also show you the reason why they 
have failed, and two which have succeeded. If you 
make a longitudinal section through the bones of 
the foot in a case of paralytic talipes calcaneus you 
will find that their position is profoundly altered. 
To contrast the congenital and the paralytic forms 
again, in the congenital form there is very little 
relative displacement of the bones of the foot to 
each other. That is to say the os calcis is still 
normally placed so far as the astragalus, scaphoid, 
and other bones are concerned. In the paralytic 
form, however, the os calcis, instead of being 
horizontal, has dropped until it is nearly vertical. 
The remaining bones of the tarsus form part of a 
very high arch. With this profound alteration in 
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the position of the astragalus and the os calcis 
there is also great stretching of the calcaneo- 
astragaloid and calcaneo-scaphoid ligaments. It is 
therefore quite clear that any operation on the 
tendons alone will be a complete failure, because 
it does not overcome either the displacement of 
the bones or the relaxation of the ligaments. 

The operation which had been tried on this par¬ 
ticular class of case is known as the Z-shaped, by 
which an incision of this outline is made, pieces 
being taken from each flap, and the parts re-united; 
the tendon in that way is shortened. The tendon 
after this procedure is quite insufficient to stand the 
strain either of walking or of the effort involved in 
rising on the toes : and shortly afterwards the 
tendon stretches and the operation proves to be a 
failure. 

Another method that has been tried is to take a 
wedge-shaped piece out of the tendon and thus 
shorten the tendon. A third method was first 
employed in 1881 by Nicoladoni, the pioneer of 
tendon transplantation. He sought to reinforce 
the tendo Achillis in these cases by attaching the 
proximal portions of the peronei tendons to it. It 
was found that cases did well for about a couple of 
years, and then a relapse took place, and for that 
reason the operation was abandoned. It was there¬ 
fore gradually borne in upon observers that some¬ 
thing much more radical than these measures must 
be attempted, and the problem must be attacked in 
another manner. You will understand that, as the 
patient walks, a foot, the subject of talipes calcaneus 
is always tending to become more deformed. The 
heel is dropped and control is lost over it, so that the 
structures in the sole of the foot contract, and the 
toes approximate more and more towards the heel, 
thus increasing the convexity of the plantar arch. 
It is of no use whatever to take merely a piece of 
bone out of the arch ; the more bone you take out, 
the more the bones of the sole and heel approxi¬ 
mate and the more the arch is increased. You must 
devise a method of unfolding the foot, and then so 
directing the body’s weight that every step shall 
decrease instead of increasing the deformity. To 
this end, the best operation is known as Royal 
Whitman’s of New York. It is a well-thought-out 
and carefully engineered operation and consists of 
two parts. The first is to make a preliminary 
section of all the structures which are contracted 
in the sole. You should not proceed to the second 


stage of the operation until you have done this 
completely, because by failing to do so you will 
vitiate the second part of the operation. In this 
next stage of the operation Whitman removes the 
astragalus from the outer side, then he cuts through 
the peronei tendons and inserts them into the os 
calcis just above the heel. The sole of the foot is 
now stretched to its fullest extent, and the foot is 
subluxated backward, until the bones of the leg 
are well over its middle point and lie in contact 
with the scaphoid and cuboid, or even partially on 
them. When the lower ends of the tibia and fibula 
are in this position, it follows that in walking they 
press downward on the arch, and every step the 
patient takes decreases its convexity and makes the 
condition of the foot more normal. It stands to 
reason that after you shift the foot backwards you 
must take particular care in dressing your case. 
Some difficulty may have been experienced in 
getting the foot into the desired position, and this 
is usually due to the strong attachments of the 
internal lateral ligament. Then I make a small 
incision on the inner side and cut through the 
resisting bands. Holding the foot in this new 
position I put it in plaster-of-Paris, and when the 
parts have consolidated, usually in three or four 
months, the patient is allowed to walk without any 
instrument. In my experience the result is uni¬ 
formly good. 

In those cases where there is excessive elonga¬ 
tion of the tendo Achillis after section for equinus, 
you will find that about the area of section the 
tendon has become almost as thin as peritoneal mem¬ 
brane. To remedy this I devised a new method. 
I replace the tendo Achillis by an artificial tendon 
of mercurialised silk, following the procedure 
originated by Lange elsewhere, the silk acting as a 
kind of scaffolding on which tendinous material 
re-forms. The silk suture is passed six times through 
the tendon ends, the foot is adjusted in the normal 
position, and after six months the artificial tendon 
will stand any amount of strain that may be thrown 
upon it. Lange found it essential to the success of 
these silk tendons that the silk should be saturated 
with a mercury salt; for, if not, plain sterilised silk 
causes irritation and a discharge appears, which does 
not cease until the foreign material is taken away. 

Talipes Plantaris. 

In this case you will notice, too, that the patient 
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has a foot with an exaggerated arch. It is an example 
of talipes plantaris, which is due in this case to a 
common cause and one not fully recognised—the 
wearing of high-heeled boots, so that the feet are con¬ 
stantly on an inclined plane. As a result the tendo 
Achillis becomes gradually shorter and shorter, 
and then the front part of the foot, not being 
capable of normal dorsiflexion’ drops. Then follow 
contraction of the structures in the sole of the foot, 
the arch becomes exaggerated, and the patient 
walks on the balls of the toes. In these examples 
of deformity, if you slowly bend the foot up it will 
go nearly as far as a right angle and no more. This 
condition is called right-angled contraction of the 
tendo Achillis. Some people in order to relieve the 
strain on the tendo Achillis will turn the foot inward 
and others outward, thus giving the appearance of 
flat-foot in the latter event. If a boy is brought to 
me with a history that when he runs he frequently 
falls, I find that nine-tenths of such cases are 
suffering from right-angled contraction of the tendo 
Achillis. 

Severe Prolapse of the Rectum. 

The next case is one that presents peculiar 
difficulties, and I shall be very grateful for any 
suggestion as to dealing with it. The patient was 
sent up to me with the following history : He was 
operated on for carcinoma of the rectum thirteen 
years ago, and he had a second operation for re¬ 
currence the following year. Since then he has been 
absolutely free from disease. Two years ago the 
rectum became prolapsed, and now there is more 
than six inches of it protruding. Various measures 
have been tried since then, and in spite of the 
excision of various portions of the bowel it con¬ 
tinues to protrude. What can we do with a case 
like this ? The man is comparatively young, set. 46 
years, and his life is made miserable by this prolapse. 
Should it be attacked from above or from below ? If 
you deal with it from below and pull down as much 
of the rectum as you can you run two risks. In 
the first place you stretch the mesentery, and it 
will stretch further and there will be a recurrence 
of the prolapse. Then if you excise the prolapse 
you will have to perform the complicated abdomino- 
perinaeal operation with all its attendant risks. 

Finally if you attack the rectum from above, what 
are you going to do when you open the abdomen ? 
The answer is, You will have to be guided by 


i circumstances. After opening the abdomen the 
rectum must be drawn up until there is no pro¬ 
trusion left. Then you will have to decide upon 
one of three courses. You may shorten the mesen¬ 
tery by pleating it. Or, if it is possible, you can 
stitch the sigmoid flexure down, after coiling it 
in the left iliac fossa. If neither of these is pos¬ 
sible there is one course left, and that is to excise 
a sufficiency of the colon. By so doing you will 
diminish the amount of bowel that can come 
down. In the case of this man I think that the 
proper thing to do is not to attempt any treat¬ 
ment from the perinaeum, but to open the abdo¬ 
men and be guided by circumstances in adopting 
one of those courses I have mentioned. 

[Subsequent to the delivery of this lecture the 
following operation was done. The abdomen was 
opened in the left iliac fossa, and it was found that 
the appendices epiploicae were large and well deve¬ 
loped. The bowel was pulled up until only one 
inch of the mucous membrane was left protruding, 
and six of the appendices were stitched to the 
parietal peritoneum, three on one side and three on 
the other side of the incision, and the wound 
closed. Afterwards the redundant protruding 
mucous membrane was excised. The patient 
made a good recovery and has not been troubled 
since.] 

Contracted Finger Following Whitlow. 

This patient had a whitlow, which was operated 
upon at Westminster Hospital, necessitating an 
incision extending along the whole length of the 
flexor surface of the finger, leaving only a very 
small amount of voluntary movement. If the scar 
were of less extent, and it were evident that the 
tendon had been destroyed for not more than an 
inch only, I would advocate a free incision and 
the insertion of an artificial silk tendon. There 
are ten or eleven patients in whose fingers I have 
placed artificial silk tendons, and they have re¬ 
gained partial or entire power of moving their 
digits. When, however, as in this case, the tendon 
has evidently been destroyed throughout the whole 
length of the finger, the amount of silk required is 
too great, and the nutrition of the part is not suffi¬ 
cient to form an artificial tendon. Therefore the 
case before us is not adapted for the replacement 
by a silk tendon. I am convinced that the alterna¬ 
tives are either to keep the finger as it is or to have 
it removed. 

June 17th, 1912. 
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ALCOHOLIC DRINKS.* 

By F. M. SANDWITH, M.D., F.R.C.P., 

Gresham Professor of Physic. 


Lecture I. 

The drink question is one which has lent itself 
to much angry discussion in the past, and one 
which will continue to absorb the minds of a 
certain section of the community, and to harass 
the thoughts of legislators and social reformers. 

It is well to approach the subject with as unbiassed 
a mind as possible, and at the same time to try and i 
understand the extremist point of view, that of the 
so-called temperance man, who sees in alcohol j 
nothing short of the root of all evil. 

To those of us who have given any serious thought i 
to the question this attitude is sometimes a little 
difficult to understand; but that intemperate j 
drinking is the cause of much unspeakable misery, 
crime and disease not one of us can deny, und ! 
when we see homes wrecked, women and helpless 
children brutally ill-treated, or even the lesser 
miseries of needless poverty or the decay of a 
promising life, we are apt to let our indignation j 
overcome our reason, and think that no words are 
too strong, no moderation desirable, in condemning 
this baneful poison. But was there no brutality 
before alcohol came into common use ? Are those 
countries where drunkenness is unknown free from J 
the miseries which seem to be the direct cause of 
alcoholic excess in this country ? In Spain and 
Portugal for instance, drunkenness is almost never | 
seen, the people are far more temperate than the 
northern Europeans, and whereas our seaport 
towns are the scenes of much drunken disorder, 
even their large ports, such as Barcelona, are 
notably sober. A little wine and water is drunk 
as a matter of course at every meal, even by 
children, but this contains less alcohol than many I 
of our so-called temperance drinks. 

I hope to show you that many influences are j 
quietly and slowly working for temperance, real tem¬ 
perance, the moderate and legitimate use of one of 
the minor pleasures of life, and though we would all 
hasten the end of drunkenness, it is sometimes a 
mistake to legislate too impulsively or to pro¬ 
selytise too furiously. 

* Four Gresham Lectures. 


The word “alcohol ” is derived from two arabic 
words, “al,” the particle, and “kohl,” the fine, 
impalpable powder of antimony, still used for 
blackening the eyelids and eyebrows. So far back 
as in the days of Ezekiel (xxiii, 40) we read : “ And 
furthermore ye have sent for men that come from 
far: unto whom a messenger was sent, and lo, they 
came; for whom thou didst wash thyself, paintedst 
thine eyes, and deckedst thyself with ornaments.” 
For many centuries the word was used for any fine 
powder, but in Paracelsus we find it employed to 
denote a volatile liquid. The word appeared in 
English, as in most of the modern languages, in the 
16th century. Later, in 1706, Phillips describes it 
as “ the pure substance of anything separated from 
the gross. It is more especially taken for a most 
subtile and highly refined powder, and sometimes 
for a very pure spirit. Thus the highest rectified 
spirit of wine is called the alcohol of wine.” The 
word “alcoholism” does not seem to have been 
introduced into English until 1852, and was then 
adopted from the German treatise of Magnus Huss 
of Stockholm. 

Alcohol, in its strictly chemical sense, applies 
only to “ the neutral compounds of oxygen, carbon, 
and hydrogen, which, by the action of acids, form 
ethers.” But the term, as we popularly use it, has 
come to mean those beverages which contain 
alcohol, and which have, in consequence, an 
intoxicating effect upon the consumer unless taken 
in very moderate quantities. The substances con¬ 
tained in varying proportion in the alcoholic drinks 
familiar to us are nitrogenous matters, sugar, salts, 
aromatic principles, alcohol, and a very large 
proportion of water. 

The water varies in quantity according to the 
drink, small beer consisting of about 90 per cenc 
of water, while there is less than 50 per cent, in 
strong spirits. It is obvious, therefore, that spirits 
cannot be counted among beverages unless they 
are strongly diluted with additional water. 

The alcohol present in alcoholic liquors varies 
from 1 per cent, to 60 per cent. All alcoholic 
drinks may have one similar effect, that of intoxi¬ 
cating the consumer, but it is important to 
distinguish between the three chief types in use in 
this country, because their constituents differ very 
greatly, and the effect they have on the human 
body differs in an equal degree. These three 
! types are, of course, beer, wine, and spirits. In 
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each there is the fundamental vegetable product 
containing starch or sugar. Fermentation is then 
either artificially produced, as in the case of beer, 
by the addition of a ferment—yeast—or it occurs 
spontaneously as in wine. In the third type the 
fermented liquid is distilled, and we thus procure 
the essence of an alcoholic drink without much 
of the additional water. All mixtures of alcohol 
in this country are judged by the standard of 
proof spirit, which is a mixture of alcohol and 
water containing 49*50 per cent, by weight of 
alcohol and 50*27 per cent, by volume. When a 
spirit contains less alcohol than this it is called 
under proof; when it contains more it is said to be 
over proof. These tests are now performed by a 
chemical process, but in early days the strength of 
alcohol was tested by drenching gunpowder with 
it. The spirit was then set on fire, and if it lit the 
gunpowder as the flame died down, it had with¬ 
stood the proof. Hence the origin of the term 
“ proof spirit.” 

The water in spirits may be lessened by suspend¬ 
ing the liquid in a bladder in a warm place. 
Much of the water evaporates through the bladder 
but hardly any of the alcohol. Smugglers used to 
carry much of the spirit they brought into the 
country in bladders round their necks, and the 
smuggled article was greatly valued by the pur¬ 
chasers because it was stronger than other spirit in 
consequence of this method of carrying it. 

Before examining the action of alcoholic drinks 
upon the body, I will enumerate some of the well- 
known liquors and speak of their adulteration in 
past and present times. A man may be perfectly 
aware that certain drinks are poison to him, and 
yet, because the poison has a passing pleasant 
effect, he may choose to indulge in it. But he is 
filled with righteous indignation when he finds that 
he is not drinking what he has asked for and what 
he has paid for, even if the ingredients are equally 
good and the effects are the same. 

Brandy is the spirit derived from the distillation 
of fermented grape juice. The name is derived 
from the German Branntwein —burnt wine. The 
best brandies come from France and are called 
cognac, and are made in the district of the Charente 
from a special grape, but much that is sold as 
cognac has never seen the Charente or had its 
origin in the grape. The inferior qualities come from 
Spain, Portugal and Italy. Brandy contains from 


46 to 55 per cent, of alcohol. It is colourless when 
newly distilled, but takes its tint from the tannin 
of the oak casks in which it is kept. Since the 
ravages of the phylloxera and grape diseases, most 
French cognac is now manufactured from potato or 
beetroot spirit, flavoured with cenanthic ether. All 
brandies improve with keeping. 

Other artificial brandies are made by the addition 
of various substances to proof spirit or corn spirit, 
flavoured and coloured. The chief adulterations 
used in making brandy are cayenne pepper, burnt 
sugar, French plums and acetic ether. 

Rum is short for rumboiling, the sailor’s word 
for grog, from a Devonshire word,, rumbullion, 
which means an uproar, or rumpus. It was 
formerly made from the fermented juice of the 
sugar-cane, but it is now largely distilled from the 
fermented skimmings of sugar boilers, from the 
remains ot sugar-cane or the drainage of sugar 
barrels. It also is colourless till it has been given 
an artificial brown tint with burnt sugar. 

Whisky is manufactured from malted grain, the 
Scotch being made from malt mash, the Irish from 
malt and raw grain. Some inferior kinds are made 
from potatoes mashed with barley, roughly distilled 
and burnt, to give them the smoky flavour beloved 
by some consumers. It contains from 40 to 50 
per cent, of alcohol. It improves with keeping, 
•because, as with other spirits, the fusel oil in its 
composition is converted into other harmless 
bodies by the action of the air. The peculiar 
flavour is due to kiln drying of the grain and the 
peat, which gives it both flavour and scent. In 
the fermentation of potatoes, corn and the marc of 
grapes there are always formed certain oils, called 
fusel or fousel oil. Potatoes yield fusel oil consisting 
almost entirely of amylic alcohol, and the presence 
of this substance in recently distilled whisky is very 
injurious ; in the process of time it becomes oxi¬ 
dised into comparatively harmless ethers, but new 
whisky should be avoided. There has been much 
discussion in recent times as to the legality of 
patent still spirit distinguished from the spirit from 
the pot still. A Royal Commission on the subject 
decided that spirit ’other than pot still spirit was 
entitled to the name of whisky. The word “ whisky ” 
comes to us from two Gaelic or Irish words, usque 
bough, which means water of life. 

Gin, formerly known by the name of Hollands, 
the country from which it was imported, derives its 
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present name from genevre , the French for juniper. 
It is usually made in this country from a mixture 
of malt and barley, rectified, which means re-dis¬ 
tilled, and flavoured with juniper or some other 
aromatic. Potato spirit and oil of turpentine are 
used in gin of inferior quality. On account of the 
juniper or turpentine in it, it acts as a stimulant to 
the kidneys. It contains from 49 to 60 per cent, 
of alcohol, but it is often weakened with water and 
other substances, such as cayenne pepper, added 
to make it pungent. It is the most popular of all 
spirits in England, and the one most often adulter¬ 
ated. It is well to remember that in all spirits 
made from grain or potatoes there is likely to be 
fusel oil, which is exceedingly unwholesome; 
while age improves the flavour of superior spirits, 
it makes the inferior ones comparatively harmless, 
because in process of time the fusel oil is more or 
less destroyed by oxidation. 

Liqueurs are very strong spirits flavoured with 
various essences. The most important, as well as 
the most injurious, is absinthe, which is, unfor¬ 
tunately, gaining in popularity in this country. Jt 
first became known among the French after the 
war in Algiers of 1832, when it had been prescribed 
as a supposed specific against fever for soldiers 
in the field. A great deal of it is consumed by 
some classes of Frenchmen. Its distinctive in¬ 
gredient is wormwood oil, which acts as a poison 
to the nervous system, producing, in those who 
drink it continually or to excess, horrible dreams 
and hallucinations, often ending in paralysis or 
idiocy. Besides its intrinsic danger, a great deal of 
mischievous adulteration takes place in the manu¬ 
facture of the liqueur, such as the addition of picric 
acid, salts of copper, and even blue vitriol. Its 
sale is prohibited in Switzerland. 

It is found that any liqueurs taken to excess are 
more productive of liver disease than any other 
form of alcohol. 

Wine, which is the term for the fermented 
juice of grapes, includes, of course, many different 
kinds. The character of wine depends largely 
upon soil and climate, and a kind of grape grown 
in one country will yield totally different wine 
when grown in another. This is partly due to 
the quantity of sugar contained in the grape, for, 
whilst very ripe grapes may give as much as 40 
per cent, of sugar, those grown in cooler and less 
sunny climates may give no more than 10 or 12 


per cent, of sugar. If fermentation continues till 
all the sugar is converted into alcohol a (Jry wine 
is produced ; when it is checked before the alcohol- 
isation is completed, a rich, fruity wine is the 
result, and when-wine is bottled during the process 
of fermentation we get an effervescent wine. In 
wine-growing countries the vintage is a time of 
great activity, and for some days little else is 
spoken or thought of. It is a picturesque sight 
to see the bare-footed peasants treading out the 
juice in the huge vats, a process which has been 
handed down from time immemorial, but which 
is being gradually replaced by mechanical appli¬ 
ances. When the grapes have been crushed the 
juice, with its rich complement of sugar, is left to 
stand in a moderate temperature, and is invaded by 
a peculiar, low vegetable growth—fermentation— 
which is allowed to grow and multiply ; and during 
this process it assimilates material in one form 
and excretes it in another, producing carbon dioxide 
and alcohol, besides many minor products. A part 
or the whole of the sugar is thus converted into 
alcohol. The colouring matter and the tannin of 
red wines are largely derived from the skins and 
the grape-pips during fermentation. Before fer¬ 
mentation is quite finished the mass is stirred up 
to stimulate the process, and for this purpose it 
was the custom in many districts for a naked man 
to go into the wine-tub, and while he stirred the 
liquid the heat of his body promoted fermentation. 
I do not know if this custom still prevails any¬ 
where, but I saw it in Italy a few years ago. 
When the wine of the upper part of the tub has 
cleared it is put into another vat, and from there 
into a third, always leaving some sediment behind, 
while slow fermentation continues. A high tempera¬ 
ture during this time promotes fermentation, a low 
one checks it, whilst sudden changes of tempera¬ 
ture may spoil the wine altogether. The wine is 
afterwards cleared by substances which vary in 
different countries, such as white of egg, gum, 
milk, lime or gypsum. The clearing increases its 
durability. Most wines with which we have to do 
improve with keeping, but very light wines spoil. 
New wine contains aldehyde, or alcohol deprived 
of its hydrogen; this is very intoxicating, but 
during the process of oxidation the aldehyde is 
converted into acetic acid, and if wine be exposed 
to the air long enough all the alcohol will be 
changed into this acid, and the wine becomes 
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vinegar. The word “ vinegar ” meant originally 
“ vin tiigre or sour wine. Natural wines contain 
from 6 to 13 per cent of alcohol, but they 
rapidly deteriorate when exposed to the air, and 
thus many wines, such as port, sherry, and madeira, 
are fortified, that is, they have alcohol added to 
them to preserve them, especially when they are 
exported to this country. There are numerous 
adulterations used to colour wine, some quite 
harmless, such as mulberries and bilberries, others 
less innocent, such as gypsum (plaster-of-Paris), 
which is employed to clear wine which has become 
turbid. According to Addison in the ‘Tatler’ 
(No. 131, 1710) much false wine was put on the 
market in his day. He talks of these manufactures, 
which were carried on underground, hidden from 
the eye of man. “These subtil philosophers,” 
he says, “ are daily employed in the transmuta¬ 
tion of liquors, and by the power of magical 
drugs and incantations raise under the streets of 
London the choicest products of the hills of 
France; they squeeze Bordeaux out of the sloe, 
and draw champagne from an apple.” The decline 
of the wine industry in France, of which we have 
heard so much, and which has led to such serious 
disturbances in many parts, has produced a new 
wine manufacture in that country. Enormous 
quantities of dried raisins are imported from 
Smyrna and the East; they are soaked in water and 
then treated as fresh grapes, yielding a harmless 
white wine. Among European countries Italy 
grows most wine, Spain exports most, but the 
wines of France are considered the best. It is a 
curious fact that Austria-Hungary produces about 
one third of the French wines. Fabulous prices 
are occasionally paid for wines of a special vintage, 
a single bottle of port or tokay selling for ^2, 
while it is recorded that two bottles of very old 
Burgundy were once sold in England for jQ 8 o 
each. 

Beer is an infusion of malted barley which has 
been boiled with hops, and has afterwards under¬ 
gone fermentation. It is the most popular drink 
of the British working man, and has held its place 
since its introduction by our Roman conquerors. 
It was a much more widely distributed industry 
before the year 1880, when Mr. Gladstone’s Inland 
Revenue Act placed the smaller breweries at a 
great disadvantage, owing to technical difficulties 
in obtaining the presumptive extract from the 


lighter varieties of malt. There has been a great 
decrease of licensed brewers, though the quantity 
of beer produced has increased, and has passed 
into the hands of the larger breweries. To describe 
the process of brewing very briefly: carefully 
selected barley is steeped for some days in water, 
after which it is cast on the malting floor where 
the process of germination which turns barley into 
malt takes place. From there the malted barle/ 
passes to the drying kiln, after which it is crushed, 
turning it into grist and comes into the hopper, 
which passes it on into the mashing machine, 
where it is mixed with hot water and comes out into 
the tun as a porridge-like mixture. The mash has a 
temperature of about 150°, and the tun is carefully 
covered up to prevent, as far as possible, any loss 
of heat. Whilst the mash is left standing for about 
two hours an extraordinary transformation is taking 
place within it by the action of a ferment known 
as diastase in the malt, which converts the starch 
of the malt into malt sugar and dextrine. When 
this is completed the taps at the bottom of the tun 
are opened and the liquid is drained off. 

The waste matter left behind in the tun is known 
as brewers’ grains. The liquid which has been 
drained off is boiled and the hops are added to it 
to purify and preserve it. The mixture is then 
cooled. In the old days this important process 
was performed in a large shallow vessel, and the 
anxious brewer had to sit up all night waiting for 
the evening breeze to do the work now done by a 
refrigerator. The liquid next passes to the fer¬ 
menting tuns, where yeast is added to start the 
fermentation till the yeasty head rises to a height 
of two or three feet. After about forty hours the 
beer is run off into some intermediate vessel to 
complete the fermentation, after which it is racked 
into casks and stored in cellars. Mild ale is ready 
for consumption in about a week, pale ale in two to 
four months, while strong ale requires ten to fifteen 
months before it is fit for the market. This is beer 
as we have long known it; but since the Inland 
Revenue Act of 1880, which I have already 
mentioned, various substitutes are used to replace, 
at least partially, the malt extract. Raw grain, 
consisting of prepared rice or maize meal is much 
used, and such substitutes which can be used for 
the ordinary beer do not in any way spoil its purity. 
Neither hops nor malt are any longer thought 
necessary for the manufacture of beer, and it is 
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now described as “ a fermented saccharine infusion, 
to which has been added a wholesome bitter.” 
To mention some of the varieties, pale ale is a 
highly hopped beer made from the very finest 
selected hops and malt, while mild ale is of greater 
strength and is more lightly hopped. Porter is 
black beer, and is differently manipulated in the 
mash tun with a mixture of pale amber and roasted 
malts; stout is a better class porter, that is, a stout 
or strong porter. In the manufacture of lager beer j 
a different system of fermentation and a different 
type of yeast is used. German beer is called lager 
because it is stored for some months before use. 
Brewers and retailers of beer have always been 
accused of adulteration. In the reign of Edward 
the Confessor, as it is recorded in Doomsday Book, j 
a knavish brewer of the city of Chester was punished | 
by being dragged round the town in the cart which j 
collected the refuse, the modern dust-cart. In 
1592 the Mayor of Guildford commanded the I 
brewers to make good ale, but forbade them to sell 1 
it till it had been tested by the official “ ale taster,” 
whose duty it was, after the administration of a 
solemn oath of faithful service to the King, to taste 
the beer and ale which was sold and to determine 
whether it was “wholesome for man’s body.” This i 
official not only tasted the beer, but he spilt some 
of it on a wooden settle and then sat himself 


this beer was brewed from brewing sugars supplied 
by one Liverpool firm. This glucose was found to 
contain much arsenic, and further, it was found 
that these sugars had become contaminated by 
arsenic. A Royal commission was appointed, and 
various precautions were adopted to prevent such 
outbreaks in the future. 

It is well to remember that in all the drinks we 
have enumerated the principal factor is alcohol. 
Their nutritive value varies, but such value as they 
have in this respect is entirely overshadowed by 
the action of the drug. The ether contained in 
spirits, the tartaric acid of wines, the sugar of malt 
liquors all have their action on the body tissues ; 
they are foods, but it is the proportion of alcohol 
which they contain which gives them their import¬ 
ance, and, it must be admitted, their charm, and it 
is the action of alcohol on the body which we must 
now consider. 

If taken in moderation alcohol passes directly 
into the circulation from the stomach almost 
unchanged. It unites with the haemoglobin of the 
red corpuscles, which yield up oxygen to the 
tissues less rapidly than under ordinary circum¬ 
stances. Thus oxidation, the burning up of waste 
matter, is retarded, and there is an accumulation of 
waste, while the alcohol itself is oxidised and pro¬ 
duces carbonic acid and water. As it circulates 


down upon it in his leather breeches. If the beer j 
had been adulterated by the addition of sugar the ; 
leather stuck to the seat and the taster was unable 1 
to rise; if he did not stick the beer passed muster. 
As the law has become more lax, adulteration has 
become less common, although it is said, with 
what truth I know not, that publicans occasionally 
add sodium chloride to the beer, which creates a | 
fresh thirst in the drinker. In the process of 
manufacturing non-malt beers sulphuric acid is' 1 
sometimes employed, and if this should be arsenical 
in character arsenic is found in the beer. Until j 
recently the possibility of arsenical poisoning by j 
beer was not suspected, but in 1900 an epidemic of ! 
peripheral neuritis occurred in Lancashire and j 
Staffordshire, the numbers affected reaching 3000 ! 
in Manchester and Salford alone. It was suspected | 
that the disease was due to arsenical poisoning, 
and as all the sufferers were found to be beer 
drinkers to a lesser or greater degree the beer came 
under suspicion, and it was eventually found that 
all had drunk beer coming from one source, and that 


through the blood it affects the nervous system, 
and through it the different organs of the body. 
The blood-vessels become dilated, and cause the 
surface of the body to be moist and flushed. In 
excessive use of alcohol, as the oxygen contained 
in the blood for the use of the tissues is retained 
by the influence of the alcohol in its combination 
with the haemoglobin of the red blood-corpuscles, 
the tissues are insufficiently oxygenated, leading to 
an accumulation of unused fats, which causes the 
obesity of many habitual drunkards. 

It has been calculated that the amount of 
alcohol taken with impunity by the average adult 
individual in ordinary circumstances is from one 
to one and a half fluid ounces, that is, two to three 
measured table-spoonfuls in the twenty-four hours. 
There are some people who appear to be able 
to take a little more without harm, many who 
cannot take so much, but the average consti- 
| tution can completely oxidise this amount in the 
I day. It represents one glass of spirits, about two 
I and a half glasses of one of the strengthened 
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wines, a tumblerful of the natural light wines we 
drink abroad, or a pint and a half of beer or ale. 

Alcohol has a temporary stimulating effect on 
the circulation, increasing the frequency* of the 
heart-beats, especially when taken in a concentrated 
form, and for this purpose it is an invaluable 
medicine in cases of shock, faintness, or heart 
failure, when the heart requires stimulating to 
increased action. The effect of the alcohol, how¬ 
ever, passes off very rapidly; and, as we all know, 
the effect is greater on those who are not in the 
habit of taking it. 

Very interesting work has been carried out in 
studying the effect of alcohol on both muscular 
and mental fatigue. There is no doubt that it 
stimulates tired muscles, giving them a transient 
spurt, but the effect is fugitive and is followed by a 
corresponding fall of power. This is due to the 
fact that alcohol slightly paralyses the will, so that 
the muscles do not respond quickly, and as the 
heart beats more forcibly breathlessness is pro¬ 
duced. The continued use of alcohol in prolonged 
muscular exertion seems, according to all authori¬ 
ties, to be not merely valueless but absolutely bad. 
These observations have been made on soldiers in 
campaigns, where continuous exertion was called 
for and where the effect of alcohol appears to have 
been in no way to diminish the effects of fatigue. 
A higher standard of health among troops has 
been maintained whenever alcohol has been 
excluded, even when the work has been of a most 
exhaustive type in bad climates. 

We may persuade ourselves that a pick-me-up is 
necessaryaftersomespecial fatigue, but itnnistalways 
beremetnbered that the depression which follows the 
momentary elation exactly corresponds with that 
elation. It may be pleasant, and that is really the 
reason why it is taken ; its effect is very fugitive and 
it cannot be said to be necessary. There are 
many stories current to the effect that certain 
writers and artists have done their best work when 
in a condition of semi-intoxication. If this is a 
fact, the intoxication could only have been very 
slight and the cases very exceptional. Far more 
readily believed are the stories of those great men 
who have ruined their lives and crippled their 
capacities by indulgence in alcohol. 

All experiments show that there is a diminution 
of capacity for mental work under the influence of 
even moderate doses of alcohol. In cases of great 


: mental exhaustion the drug may have a passing 
I effect, probably by increasing the blood supply to 
; the brain, but the effects are of the shortest pos- 
! sible duration. 

I The presence of alcohol in the mouth causes an 
I increased flow of saliva, and as it enters the stomach 
! it increases the flow of gastric juice and stimulates 
i the muscular movements of the organ, giving an 
appetite and aiding the digestion when it is taken 
! in a properly diluted form. In this respect it is of 
I the greatest value to the old and feeble, whose 
appetite needs stimulating and whose digestion is 
, improved by the drug. St. Paul’s advice to Timothy, 
to 4£ Drink no longer water, but use a little wine 
I for the stomach’s sake and thine often infirmities,” 
is good for those who are ill or infirm. St. Paul 
preached reason in the use of alcohol, and could 
give this sound advice to one while he declaimed 
against the drunkenness of others. Alcohol should 
never be taken fasting ; it is an adjunct to food, 
not a food itself. 

Taken in large doses in the stomach, or in # con¬ 
tinued doses between meals, it acts as a strong 
irritant, producing pharyngitis or gastritis, the con¬ 
tinued irritation having led to overgrowth of con¬ 
nective tissue, atrophy of the gastric glands and 
finally cessation of all the gastric functions. This 
is often accompanied by such a degenerated con¬ 
dition of the liver and kidneys as to cause death, 
i Not many years ago doctors were in the habit of 
prescribing alcohol far more frequently than they 
do now ; even very young people and children were 
, supposed to benefit by the administration of a 
glass of claret at meals, or with a biscuit in the 
middle of the morning. It has come to be realised 
that young people need no such stimulant in most 
cases, and that a tonic, duly administered as a 
medicine, can contain all the elements required by 
the patient without the possibility of establishing 
a bad habit. Beer was still universally given 
to schoolboys when I was young, and I believe 
it may still be procured in some old and very 
conservative schools. Eton College still owns a 
| public-house. The custom is utterly bad, and 
should not be allowed to continue. I am glad to 
say that, although it is procurable, the fashion of 
: taking it has almost died out among the boys 
themselves, and beer is never heard of in girls’ 

1 schools. 

I have said that alcohol tends to dilate the 
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superficial blood-vessels, causing an increased flow 
of blood to the surface, where it becomes cooled, 
the dilated vessels also causing increased secretion 
of the sweat-glands. We have also seen that it 
diminishes oxidation, whereby we lose the main 
source of heat in the body. The pleasant sensa¬ 
tion of warmth caused by the stimulus is rapidly 
followed by a lowered temperature, and when this 
is understood, it becomes evident that to take 
alcohol for the purpose of “ keeping out the cold ” 
is to court disaster, and has been followed in many 
instances by an attack of pneumonia. Alcohol 
does not keep out the cold, but it allows the heat 
of the body more easily to escape. 

Alpine guides and Arctic explorers are unani¬ 
mous in condemning the use of alcohol in great 
cold. Curiously enough, extreme cold has the same 
paralysing effect on people as an intoxicating dose 
of alcohol, and Sir William Parry, the Arctic 
navigator (1790-1855), writes in his journal: “I 
cannot help thinking that many a man may have 
been # punished for intoxication who was only 
suffering from the benumbing effects of frost; 
for I have more than once seen our people in a 
stj^te so exactly resembling that of the most stupid 
intoxication, that I should certainly have charged 
them with the offence had I not been quite 
sure that no possible means were afforded them 
on Melville Island to procure anything stronger 
thah snow-water.” 

In certain morbid conditions, however, the 
rapid cooling of the surface of the body is just 
the effect most desired, and in some illnesses, 
where there is a high temperature, a great deal of 
alcohol is given with no bad results. In health, 
1^ ounces is the amount of alcohol which the 
body can consume in the day, but in certain 
febrile conditions oxidation of the drug takes 
place much more rapidly, so that adults can take 
as much as six ounces or more of brandy or 
whisky diluted with milk in a day, and even 
young children are benefited by extraordinarily 
large doses without showing any signs of intoxica¬ 
tion. Sir Thomas Fraser considered that no drug 
could compete with alcohol as a food for the 
tissues in cases of severe fever. It controls the 
temperature, sustains the action of the heart, and 
acts as a temporary substitute for other nutriment. 

At the same time, alcohol is far less often given 
to patients than it used to be. Even sixty or 


seventy years ago the medical practitioner pre¬ 
scribed in nearly every case either blood-letting 
or alcohol, often both. Gradually other drugs took 
the place of alcohol, and now we resort more often 
to a more rational treatment by dieting, massage 
and physical exercise, and try to dispense altogether 
with drugs as well as with alcohol. 

It is said that in the days before anaesthetics, 
alcohol was not infrequently employed to stupefy 
patients before a serious operation. The late Sir 
Francis Galton, who was a medical student in the 
Birmingham General Hospital in 1838, tells the 
following story : 

“ A powerful drayman was brought in dead 
drunk, with both his thighs crushed and mangled 
by a heavy wagon. They had to be amputated at 
once. He remained totally* unconscious all the 
time, and it was not until he woke sober in the 
morning that he discovered that his legs were gone. 
The question that then presented itself to me was, 

‘ Why could not people be made dead drunk before 
operation? Could it not be effected without 
upsetting their digestion and doing harm in other 
ways?’ The subsequent discovery of inhaling, 
instead of drinking, the intoxicating spirit, whether 
it be chloroform or ether, solved that question most 
happily.” 

Here, again, the use of alcohol has disappeared 
and has made room for better things. 

There is no doubt at all that all thinking men, 
scientists and the community at large, are becoming 
increasingly distrustful of alcohol as a useful food 
in health. It is better to admit frankly that its use 
to the healthy person is confined to its pleasurable 
effect, the sense of conviviality it arouses, the 
manner in which it warms men’s hearts and loosens 
their tongues. The higher man rises in intellec¬ 
tual strength and a highly constituted nervous 
mechanism, the less can he tolerate the narcotic 
effect of even moderate doses of alcohol, whilst 
large quantities effectually impair his capacities. 
Very few men can now spare the time temporarily 
to dull their senses by this stupefying drug. Most 
brain workers find it better to touch no alcohol till 
the day’s work is over. Self-indulgence in alcohol 
will inevitably impair the commercial capacity of 
the business man, will lessen the alertness of the 
mechanic and those who have the control of 
complex machinery. The taxicab-man cannot 
afford to drink, for the taxi will certainly betray 
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him when his old friend the cab horse might have 
carried him safely back to the stables. The athlete 
and the sportsman find eyes truer and hands steadier 
if they have refrained from the cheering cup. 

Dr. Hyslop, formerly superintendent of Bethlem 
Lunatic Asylum, says: “To numbers of the | 
learned professions alcoholism usually signifies | 
mediocrity in personal attainment. Survival of the 1 
fittest means for them abstention from everything 
that tends to blunt the higher mental functions 
and susceptibilities. Abstention is for them but 
the tacit acknowledgment of the possession of a 
nervous mechanism so finely constituted that, it 
being their chief asset, they cannot afford to 
tamper with it.” 

Postscript .—Since this lecture was given, two 
evenings have been devoted by the Hunterian 
Society to the discussion of the value of alcohol as 
a drug. The debate was conducted in a very 
temperate way, one or two speakers seemed to be 
doubtful of the value of alcohol under any circum¬ 
stances, but the general consensus of opinion was 
in favour of its temporary use under certain circum¬ 
stances. No one pretended that alcohol is a tonic ; 
many agreed that if it is a stimulant, it is not to¬ 
day the best stimulant; it is believed to be a help 
to digestion and to the absorption of food in 
dyspeptics and babies ; it is an undoubted hyp¬ 
notic, though perhaps not the best available. No 
one defended it as an ingredient of diet for the 
healthy, except on the grounds of pleasing the 
palate and of encouraging good fellowship. Some 
of the Fellows seemed to agree with Shakespeare, 
who made Iago say—“ Good wine is a good familiar 
creature, if it be well used : exclaim no more 
against it.” 
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The treatment of traumatic neurasthenia has for its . 
object the restoration of the patient to such a pitch 
of mental and physical health that work can be 
performed as effectually as before the occurrence 
of the accident. 

It has been shown that the symptoms of this 
disease are partly mental and partly physical, and 
attention must, therefore, be directed as occasion 
demands to each of those aspects in turn, or to 
both at the same time. 

In almost all cases it is the mental condition 
that calls for immediate treatment. The patient is 
unable to concentrate his mind, is restless, perhaps 
unable to sleep, and is the subject of vague fears, 
and shows the many characteristic signs which 
need not be enumerated in this particular paper. 
Anatomically all these symptoms are the sign of 
modification of cortical activity, so that the cortex 
no longer exercises its proper degree of control 
over the lower centres, while the corresponding 
psychical condition is characterised by a dissocia¬ 
tion of mental processes, whereby correlation of 
ideas is impaired and disproportion between 
emotion and reason produced. 

The condition of the mind at this stage is com¬ 
parable to that of an injured limb. It has been 
bruised by the mental shock it has received, and 
like all recently bruised organs, time and rest are 
required before its functions can be adequately 
restored. Thus the first essential step in the treat¬ 
ment is rest, and in order to ensure this being as 
effectual as possible, the patient should be removed 
from his own surroundings and kept in bed, and 
for a time isolated from the world. This pro¬ 
cedure, which constitutes the basis of the so-called 
“ rest cure,” is in all cases of severity very impor¬ 
tant as a preliminary measure, because it is almost 
the only way of obtaining the necessary degree of 
rest to the mind. 

When a joint is badly bruised it is generally 
essential to rest it for a time, and to protect it 
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carefully from any knocks or blows that would be 
likely to reach it. In the case of the bruised mind 
the impulses which reach it through the sensory 
channels, such as the ears and eyes, set up mental 
disturbances which keep open the sore, and thus 
they are comparable to the blows received by an 
injured joint. 

For instance, if a patient has a tendency to be 
depressed, he will be unduly agitated and made 
worse by receiving a worrying letter. Talking to 
relatives or intimate friends will almost certainly 
result in a minute consideration of his own ailments, 
and in the same way continual reception of impulses 
will keep giving rise to feelings in which the 
emotional trend predominates. 

Thus it is that isolation is so effective, and to 
make it complete, the patient must be kept in 
bed. At the same time the nutrition of the body, 
which, of course, includes the nervous system, 
must be kept up by suitable diet and massage. 

At this point I would like to lay stress upon the 
mistake that is so frequently made of carrying out 
all rest-cures in a stereotyped manner. Some 
people seem to think that all that is needed is to 
put patients to bed for six weeks, to feed them up 
and give them massage, and yet surely in no 
department of medicine is it more necessary to 
adopt the treatment in every case to the individu¬ 
ality of the patient. First, as to time, it is quite 
true that, on the whole, six weeks is a serviceable 
time to state as an average, but while some patients 
get well with less, others may require a great deal 
longer. Then, again, the degree of isolation must 
never be subject to hard and fast rules. Its effect 
on the patient must be carefully noted, and ihe rules 
must be revised as required. A patient may often 
have some matter of business which is worrying 
him, and which a brief single interview with hus¬ 
band, wife or friend, as the case may be, may do 
much to dispel, and in my experience the greatest 
benefit can sometimes be brought about in this 
way, while to refuse such requests in a red-tape 
fashion is unnecessarily tyrannical, and frequently 
leads to a bad therapeutic result. It should always 
be remembered that throughout the whole course 
of treatment the one thing to aim at is to keep 
the patient cheerful, hopeful, and contented, and 
one never need fear to sacrifice routine in order 
to gain this end. 

On the other hand, care must be taken not to be 


weak in allowing the patient latitude to gratify 
j what are mere passing whims. Every concession 
must be made for a good reason, and because, in 
! the physician’s estimation, it is going to lead to a 
definite step towards recovery. 

| Supposing the patient progresses favourably, the 
last phase in the course of treatment is to prepare 
him to resume his occupation, and if this be 
omitted, as it unfortunately often is, the good he 
i has gained is apt to be lost. 

In fact, one of the most critical periods con¬ 
nected with the illness of the patient is that in 
I which he returns to his work, and the longer he 
1 has been idle the more difficult is it for him to 
re-commence. This statement is applicable both 
to those who work with their mind and those who 
work with their bodies, but more especially to the 
1 latter class, for in spite of massage and other 
ordinary methods of treatment it is impossible to 
expect a man of the labouring class to do a full 
day's work immediately on the termination of a 
| rest cure, during which he has taken little or no 
exercise, and almost certainly put on weight. A 
visit to a convalescent home does little to help, 
and the usual advice that he should begin with 
light work, which is in itself sound enough, 
frequently fails because there is no light work to 
be obtained. The result is that the patient, find¬ 
ing himself unable to do his ordinary work, 
becomes depressed, and convinced that he is not 
J cured, and tends to degenerate physically 
mentally into a condition in which he is unable to 
make any effort to help himself. 

Some time ago I became convinced that the 
I ordinary methods of rest-cure treatment did not go 
far enough, and I therefore made the last stage of 
the treatment consist of training the patient by 
means of physical and mental exercises. Physical 
exercises are definitely prescribed for fixed periods, 

| which are gradually increased each day until the 
patient has converted superfluous fat into muscle, 

I and has got into thoroughly good condition. For 
the most part these exercises are appreciated by 
| the patients, who feel they are getting stronger 
every day, and more able to resume their occu- 
I pations. Finally, they go out in good training, and 
are able to start straight away with their full 
! occupation. Similarly in the case of brain workers, 
i mental exercises should be given so that the mind 
! is in training when work is resumed. 
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There are still many sides of the treatment which j 
need developing, for nothing reacts on a nervous j 
patient so much as his surroundings, and the ! 
question of the influence of colour, music, and many 
other matters, are all points which require further 
investigation, and the effects of which will in the ! 
future be doubtless more understood than they are 
to-day. While isolation, massage and dieting form j 
the basis of treatment, there are possibilities of ] 
elaboration in many other ways, and in no branch 
of medicine is it so necessary to remember that it 
is the patient and not the disease to which 
attention must be directed. 

June \~jth } 1912 . 


Extensive Resection of Ribs for Pulmo¬ 
nary Tuberculosis. —Friedrich has considered 
this operation in forty cases and performed it 
thirty-one times on twenty-nine patients. In all 
it seemed to be the last resort after failure of other 
measures perseveringly applied, the prognosis grow¬ 
ing constantly more unfavourable, and yet twenty 
of the patients were restored to hftilth by the 
operation and have regained their earning capacity 
with no signs of a return of symptoms during the 
almost five years since. The youngest patient 
was sixteen, and he regards forty as the limit of ; 
operability. Some had been bedridden for months ' 
with high hectic fever, night sweats and loss of 
weight; the outcome was more favourable the 
better nourished the patients, especially the mus- | 
cular system. Friedrich has learned to dread a ! 
sallow complexion, a sallow flabby skin, as this 
generally indicates very low resisting powers, and 
there is usually already some tuberculous involve- i 
ment of the intestines. The heart was always ! 
small and flabby, pulse rapid and the entire vas¬ 
cular system irritable, and yet the first few days 
after the operation make great demands on the 
heart. A preliminary course of tonics to prepare I 
the heart is very important. The outlook is better 
when the other lung is sound, but old inactive 
processes do not contra-indicate the operation. , 
If the amount of sputum has materially increased ■ 
during the last few weeks, indicating new foci, the 
prognosis is less favourable. Recent dissemination , 
through the lungs, latent intestinal tuberculosis and J 
adhesion of the sheets of the pleura are the chief 
dangers. When the pleura is not movable the 
lung cannot expand properly on the other side, , 
which renders the outlook much less favourable. 
The only patients who succumbed were those 
with recent metastatic lesions elsewhere.— Journ . 
A.M.A ., vol. lviii, No. 21. I 


A CLINICAL DEMONSTRATION.* 

By A. J. JEX-BLAKE, M.A., M.B., B.Ch.Oxon., 

Assistant Physician at St. George’s Hospital and the 
Hospital for Consumption, Brompton. 


Chronic Gout; Fibrosis ( non-tuberculous) of the Lung . 

(1). C. 1)—, a strongly built working man, ret. 57 
years, has had attacks of acute articular gout in 
the joints of the hands and feet for the last eleven 
years. At the present time he shows no gouty 
arthritis, but has tophi in both ears and on the 
dorsal surfaces of the terminal interphalangeal 
joints of several fingers. He often develops small 
tophi in the subcutaneous tissues of the pulps of 
the fingers and thumbs; these rarely exceed a 
millet-seed in size, are only a little tender, open 
their way through the skin in the course of a few 
weeks, give issue to a small amount of dry cretaceous 
matter, and never seem to suppurate. In spite of 
the eleven years’ history and frequent attacks of 
gout, the patient is free from albuminuria, has 
little or no sclerosis in his superficial arteries, has 
not a high blood-pressure (120-140 mm.) Hg, and 
exhibits little cardiac hypertrophy when examined 
by the .v-rays. 

In addition he shows marked deformity of the 
chest, due to a long-standing fibrosis of the left 
lung. He gives a history of having had a bad 
attack of pleurisy on the left side forty-one years 
ago, that laid him up for six months, and left him 
liable to attacks of winter cough. The chest was 
not tapped when he had the pleurisy. On examina¬ 
tion, the right side of the chest is emphysematous, 
and moves freely on respiration; the breath-sounds 
are well heard all over the right lung. The left 
side of the chest is from one to two inches smaller 
in circumference than the right, and is obviously 
shrunken ; the lower part of it is dull to percussion, 
and the breath-sounds are feeble all over except 
about the apex in front. Examination with the x- 
rays shows that the heart lies almost entirely to the 
left of the middle line, and that the whole of the 
left lung is abnormally opaque, traversed by bands 
of fibrous tissue, and so dense at its lower part 
that it cannot be clearly distinguished from the 
diaphragm. The case has been under observation 
for six years ; no signs of bronchiectasis have been 

* At the Polyclinic. 
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found, and the sputum has been examined for 
tubercle bacilli half-a-dozen times with negative 
result. There is only a little increase in the 
normal curvature of the nails; the left shoulder is 
lower than the right; and there is a dorsal scoliosis 
concave to the left. The case illustrates the small 
amount of interference with the general health 
that may be caused by an extensive fibrosis of the 
lung that is not due to tuberculosis. 

Aortic Aneurysm ; Fibrosis of the Right Lung. 

(2) A. B—, a man, aet. 54 years, giving a history 
of syphilis, came up to hospital complaining of 
pains in the chest and down the left arm, coming 
on when he was out of breath or on making violent 
exertions. On examination he shows great defor¬ 
mity of the thorax; the right side of the chest is 
small, shrunken, one and a half to two and a half 
inches smaller in circumference than the left 
(which is markedly emphysematous), and it moves 
very little with respiration. The right shoulder is 
lower than the left, and there is a dorsal scoliosis 
concave to the right, with some kyphosis. The 
right lung is dull to percussion, and shows in¬ 
creased vocal fremitus; the left lung is hyper-reso¬ 
nant. On inspection in an oblique light, it can be 
seen that the upper part of the left chest has an 
abnormal degree of pulsation synchronous with the 
heart-beat, and this pulsation can be felt clearly 
on palpation. Examination with the *-rays shows 
that there is an aneurysm of the transverse arch of 
the aorta the size of the fist. The pupils are equal 
in size and react to light ; there is no tracheal tug; 
there is no paresis of the left recurrent laryngeal 
nerve; and the dulness on percussion due to the 
aneurysm is masked by the compensatory emphy¬ 
sema of the left lung on the one hand, and by the 
fibrosis of the right lung on the other, the dulness 
of the right lung making it impossible to compare 
the resonance on the two sides of the chest. It 
has been observed that the pulse is smaller at the 
left wrist than at the right. 

The skiagram shows a considerable and fairly 
uniform opacity of the right lung, increasing 
towards the base. The patient says that the 
deformity of his chest and back has been present 
ever since he can remember; and he cannot call 
to mind that he has ever had pleurisy, pneumonia, 
or broncho-pneumonia. Hence it is impossible to 
say what is the cause of the fibroid condition of 


the right lung; the scanty sputum has been twice 
examined for tubercle bacilli with negative result, 
and there are no signs or history pointing to 
bronchiectasis. There are no signs to suggest 
that the right bronchus has been occluded by 
pressure from the aneurysm, and, indeed, the 
diagnosis of collapse of the right lung from this 
cause is negatived both by the history and the 
physical signs of the case. It is probable that in 
this patient, as in the first, the fibrosis of the lung 
is a legacy from an acute attack of pleurisy, or 
from broncho-pneumonia. 

Congenital Heart Disease . 

(3) E. F—, a healthy-looking, well-grown girl, 
aet. 8 years, has been attending hospital three 
years for fainting attacks. These are mostly 
brought on by exertion or emotion, last for a 
minute or less, and are accompanied by pallor or 
cyanosis with incomplete loss of consciousness. 
The heart is considerably hypertrophied and acts 
regularly; there is a diastolic thrill over the 
pulmonary area, and when the child is excited or 
out of breath a systolic thrill also makes its appear¬ 
ance in the same region. At the base of the 
heart loud systolic and diastolic murmurs can be 
heard; three years ago they were loudest on the 
right-hand side of the sternum, and congenital 
aortic stenosis and incompetence were diagnosed. 
For the last two years, however, the murmurs and 
thrills have always been most marked to the left of 
the sternum, leading to the diagnosis of the much 
commoner lesion—congenital defect of the pul¬ 
monary valves. In addition, a blowing systolic 
murmur can be heard between the lower part of 
the sternum and the apical region ; this suggests 
that there is a defect of the interventricular 
septum. 

The child is seriously incapacitated for the 
business of life by her heart lesions, and attends 
the school for physically defective children, where, 

I am told, she spends most of her time lying 
down. Yet she shows few of the classical signs 
and symptoms of congenital heart disease; she is 
not ill-grown; she is not cyanosed; she shows no 
clubbing (or even excessive curvature of the nails) 
of the fingers and toes; her blood-count and per¬ 
centage of haemoglobin are normal; she is not 
particularly prone to attacks of bronchitis. 

June 17th, 1912. 
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A LECTURE 

ON 

PRURITUS ANI. 

Delivered at the Polyclinic. 

By J. P. LOCKHART MUMMERY, F.R.C.S., 
Senior Assistant Surgeon, St. Mark’s Hospital for 
Diseases of the Rectum ; Surgeon, Queen’s 
Hospital. 


The subject of my lecture to day may not appear 
to be a very interesting one, but those who have 
had much to do with cases of pruritus ani will 
appreciate its importance, for it is hard to find any 
condition which causes the patient and his medical 
adviser more exasperation than does a bad case of 
pruritus ani. 

It is curious that pruritus ani seems to be 
commoner in men than it is in women. But 
statistics on that point vary very much. Adler, in 
America, who published statistics on the subject, 
said that 95 per cent, of the cases were men. But 
I doubt the correctness of this. In St. Mark’s 
Hospital I think the proportion is something like 
three men to two women. And one*must remem¬ 
ber it is difficult to collect statistics, especially in a 
large city, on such subjects, because the women in 
most cases go to gynaecologists, whereas the men 
go to rectal specialists or general surgeons. There¬ 
fore any statistics based upon attendances at a 
special hospital are very probably wrong as indi¬ 
cating the degree of prevalence. The probability 
is that there is not any very great disproportion 
between the sexes in this respect. 

The causes are generally divided into (a) general 
and (b) local. As you know, there has been a 
good deal of argument as to whether pruritus ani 
is a local condition, that is to say, whether the 
itching is produced by local causes or general 
causes, or both, or whether it is the result of a 
constitutional condition. Some think it is due to 
a constitutional condition, while others, like myself, 
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believe it is due in all cases to a local condition. 
But we are not always able to prove it. 

To deal first with so-called general causes. 
There are certain outstanding ones which are of 
importance, and which must be borne in mind. 
The most important of these, perhaps, is diabetes. 
And it is well to remember, when you have a 
patient with pruritus ani, especially if that person 
is rather stout and elderly, that there may be | 
diabetes, and that you must examine the urine of j 
such a case to make sure whether glycosuria is 
present or not. For it is a serious mistake to treat 
a patient with pruritus ani by means of an oint¬ 
ment if there is well-marked glycosuria present. 
As a rule, of course, you will not fall into that ; 
mistake, because when diabetes produces pruritus 
it does so by causing eczema of the perinaeum, 
which will lead you to ascertain the condition. 
Chronic Bright’s disease is supposed to be one of 
the causes. Such conditions as dyspepsia, alco¬ 
holism, and so on, also appear to cause pruritus ; 
but it is very hard to be certain of their exact 
relation to the condition. There is no doubt that 
some patients who suffer from pruritus ani do have 
definite attacks of irritation following the taking of 
certain kinds of food. For instance, I have seen 
patients in whom an aitack of irritation came on 
immediately after eating any form of shell-fish ; I 
have seen other patients to whom a cup of coffee 
immediately gave irritation, and in others cham¬ 
pagne will have the same effect. But these cases 
in which the pruritus is definitely referable to some 
particular kind of food or drink are rare. While 
we are dealing with general causes, there is one 
very important cause which must be mentioned, and 
that is the pruritus which occurs in women at about 
the time of the menopause. It may be round the 
vulva or anus, and very often it affects both. It is 
of particular interest, for the reason which I will tell 
you presently. Generally there is not much to be 
seen except some redness; not that scaly condition 
which you often find in eczema, but a raw beef¬ 
looking appearance of the skin round the anus 
and back of the vulva, in the neighbourhood of 
the fourchette. The irritation is usually intense, 
and comes on in attacks. That is to say, the 
patient will tell you that she is all right for twenty- 
four hours, and then there will be such a condition 
of irritation that she cannot refrain from scratching 
herself, and may use anything which is handy—a 


I hairbrush, for example—so that the parts get into 
a frightful condition from the scratching. These 
cases are extraordinarily difficult to deal with, 
because, associated with the pruritus, there is often 
in the same patient a curious condition of'neuras¬ 
thenia, and many vague symptoms. This form of 
irritation is apt in some cases, if allowed to go on, 
to turn to epithelioma. I have seen this happen 
two or three times. The patient, in the first 
instance, has come up with chronic irritation 
around the vulva and anus, which has continued 
for a long time, sometimes better, sometimes 
worse. And then a year or so later the patient 
has come up again complaining of the presence 
; of some discharge from the parts, and on exa¬ 
mination there is now found to be undoubtedly 
epithelioma in the skin. I do not say it is very 
common for that transformation to take place, but 
it is a possibility, and it makes it all the more 
important to get the condition right as soon as 
possible. If after two or three months’ treatment 
one fails to make any impression upon it, I do not 
see why one should hesitate to recommend ex¬ 
cision of that part of the skin. Epithelioma in 
this region, when it does occur, is apt to occur 
rather extensively, and treatment is often very 
unsatisfactory. 

Now to turn to local causes. The commonest of 
these, in my experience, is a damp condition of the 
skin round the anus. The normal anus is quite 
dry. In the case of the ordinary person, the anal 
region is as dry as the back of the hand. But if 
you carefully examine patients with “ pruritus ani ” 
you will find that in nearly every case the skin is 
not dry; it may not be very damp, but it is damp, 
and there is reason in supposing that the damp 
condition is the cause of the irritation. The 
dampness may result from a number of causes. 
I have seen it in patients who apparently perspire 
in that particular part very much more than in any 
other part of the body. A very common cause is 
slight piles; it may be that a single pile is pro¬ 
lapsed partly outside the anus, that is to say it acts 
as a piece of grit will in a water-tap. The occur¬ 
rence of polypi in the same region may also set up 
irritation similarly. Or fissure may do so, by 
allowing the mucus to escape on to the skin. 
Irritation also occurs after an operation for piles 
where ligatures are left, and is common in the 
healing stage of a fistula, the removal of the liga- 
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ture determining the cessation of the pain. It is 
obvious that some leakage from the bowel must 
be occurring, in the one case through the fistula, 
and in the other case through the suture or by the 
side of it. It is not a serious irritation, but it is 
generally there after these operations, and it dis¬ 
appears readily after the condition has healed up. 
Another cause is proctitis. In some cases you will 
be unable to find any lesion of the anus, such as 
piles ; but if you examine with a speculum you 
will find there is a chronic proctitis. The com¬ 
monest form, in my experience, is what is called 
u hypertrophic proctitis,” in which the submucous 
tissue is cedematous, the bowel looks paler than 
normal and swollen, and there is excessive secre¬ 
tion of mucus. I had one patient who assured 
me that when he had an attack of irritation he 
could stop it if he washed out his bowel to get rid 
of the mucus. Another important local cause is 
to be found in hypertrophied papillae. In the 
normal rectum there are four or five little valves 
or pockets called the “ valves of Valsalva ” at the 
junction of the skin with the mucous membrane, 
and in between these little pockets there are small 
fringes called “anal papillae.” You will not see 
them unless you look carefully with the speculum. 
When these reach any size they are very sensitive, 
especially if stretched, and they may cause pruritus. 
At any rate, if they are cauterised away, the pruritus, 
in many cases, disappears. 

Another cause is that sometimes a little bit of 
grit, such as sand or a fish-bone, will get caught in 
one of these valves, and cause an ulcer that will 
track down from the valve under the mucous 
membrane. If the rectum is examined in the 
ordinary way nothing will be seen. It is necessary 
to use a probe with a small hook on it, and to pass 
it up through the speculum. Sometimes the fistula 
runs up the bowel, though the reverse is, in my 
experience, more common. When found these 
small fistulae can easily be divided and will readily 
heal. 

These are some of the conditions of pruritus 
which are more difficult to find, and very careful 
search with an electric forehead lamp is often 
necessary to discover them. 

With regard to the pathology of pruritus, it may 
be said at once that there is no pathology ; pruritus 
ani is not a disease, but merely a symptom. The 
condition of the skin which you see in pruritus ani 


is the result of the irritation, and not the cause of 
it. If you look at a case of pruritus which has 
lasted any time you will find there are cracks all 
round the skin, and the colour of the skin is a dull 
white, with a wet wash-leather appearance, as it is 
called. That is a very characteristic symptom in 
an old case, and is so frequently seen associated 
with pruritus that one is apt to think it is the cause 
of the pruritus, but it is not; it is the result of the 
scratching, associated often with dampness of the 
parts. If you microscope a section of the skin in 
which that condition exists you will find the epi¬ 
dermis is very thick, and the folds of the skin are 
caused by the thickening of the skin between the 
furrows. In some cases there may be definite 
ulceration, especially in these furrows. 

Treatment .—With regard to general treatment, it 
may be said at once that you must improve the 
patient’s general condition, general hygiene, etc. 
You very often find the patient comes to you in an 
extremely run-down condition, and on inquiry you 
ascertain that he has not slept properly for months. 

I had a patient last week who had not slept in bed 
for two months ; he had slept either in a cane chair 
or on the top of his bed. He dare not go to bed 
because he had such frightful irritation. I saw a 
lady not long ago who had had no good night’s sleep, 
except as the result of taking drugs, for two months. 
Both these people were becoming ill. The lady 
had lost over two stone in weight, and it was due 
to nothing except the lack of sleep and continual 
worry, which had so affected her nerves that she 
threatened to commit suicide. But she was soon 
alright when the irritation was cured. In some 
cases the general condition may have become very 
bad as the result of the irritation, and it will be 
necessary for these patients to have a good deal of 
fresh air, sleeping-draughts and tonics to pick up 
their general health. The diet will require careful 
revision, for it is very important to see that the 
patient has good nourishing food without stimulants. 
And in saying “stimulants” I do not mean simply 
alcohol, but stimulating foods, sauces and so on. 

I think it is often necessary to cut down consider¬ 
ably the quantity of meat eaten, but that must 
depend on the particular individual. The patient’s 
habits should be carefully inquired into. It is 
particularly important to regulate the bowels and 
to see that the patient has soft stools, because hard 
stools scratch and irritate the parts. If the patient 
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is a very heavy smoker the smoking should be 
curtailed. I think, however, it is a mistake to 
knock off the tobacco altogether, because this 
makes the patient more depressed. But certainly 
tobacco should be cut down considerably. Sleep 
should be taken in a very well-ventilated room, and 
the thinnest possible bed-clothes should be used 
as a covering. In the daytime I recommend my 
patients to wear cellular underclothing, that is to 
say of the net variety. This allows of the free 
circulation of air to the skin and prevents damp¬ 
ness of the skin. I remember one patient who 
was cured of chronic pruritus ani by changing his 
pants from the ordinary variety to the cellular type. 
Most important of all I consider to be cleanliness 
of the anus. By this I mean that that part should 
be very carefully washed morning and evening with 
some non-irritating soap, such as coal-tar soap, or, 
best of all, castille soap. After a motion paper 
should not be used, but the parts cleansed with a 
soft sponge and warm water and castille soap. This 
washing should be done after a motion in the 
morning, and especially before retiring for the night. 
The water should be only just warm. After being 
washed in this way the parts should not be rubbed 
with a towel, but should be dabbed dry to prevent 
irritation and then powdered with soft powder—the 
ordinary baby’s powder-puff being used. This treat¬ 
ment, which aims at cleanliness and dryness, is by 
far the most important feature in the non-operative 
treatment of pruritus ani. 

It is very important to avoid the use of opium 
in treating a bad case of pruritus, because it is far 
more difficult for patients to endure irritation than 
to bear definite pain. I have had patients tell me 
that they would infinitely prefer pain to a bad 
attack of pruritus, and if a patient felt sure that 
the taking of opium would stop his attacks of 
irritation he would be sure to take it, no matter 
what the consequences. Therefore I consider it 
is certainly dangerous to prescribe opium in a case 
of bad pruritus, and I think, too, that opium very 
much aggravates the condition. 

With regard to applications I am a believer in 
the use of powders in preference to ointments for 
pruritus, because I am sure that dampness of the 
skin is one of the chief factors in producing the 
condition. A good powder is 'starch and boracic 
acid in equal parts, and another is anaesthesin 
powder one part, starch two parts. The powder 


should be put on quickly so as to keep the parts 
dry, and after exertion or anything which is likely 
to cause the dampness to reappear the powder 
should be reapplied. Bathing the parts with weak 
carbolic is often extremely effectual, that is to say, 
carbolic i in 60 or i in 40 dabbed on with a 
sponge or with cotton-wool. Another very useful 
method of treating the condition is by using a 
paint. There are several different paints which 
are good. One which I have used and found very 
satisfactory is the following: 

Picis carbonis ..... 5j 
Benzol . . ^iv 

Acetone . . . . . 51'j 

painted on with a brush, one or two coats, and 
allowed to dry. 

The idea in using a paint is to allow it just to 
form a slight protection over the skin. 

Ointments should not be used if one can avoid 
them, but in very severe cases they are useful to 
tide over a bad period. In some cases they are 
more effectual than anything else. An ointment 
which can generally be depended upon to tem¬ 
porarily alleviate irritation is one of chloroform, 
which is made by rubbing as much chloroform as 
possible into an ounce of lanoline. But, of course, 
owing to the volatile character of chloroform the 
preparation must be kept tightly corked. Another 
very useful ointment is the following : 


Bismuth subnitrate . . . ^ij 

Cocain.gr. x 

Hydrarg. subchlor. . . . gr. xv 

Vaseline . . . - 5 ) 


With regard to injections into the bowel many 
things are used, but the most efficacious are alkaline 
lotions. A good one is glycerine thymol co. wuth 
equal parts of warm water. Two or three ounces 
of this are injected into the bowel at bed-time. Or 
a mixture of sodium bicarbonate and glycerine and 
water will do equally well. 

Last of all we come to the question of what is to 
be done when all these treatments fail. For you 
will find a certain number of cases in which nothing 
succeeds and the irritation continues. In such a 
case the patient must be carefully examined to 
eliminate the possibility of piles, polypi, fistula or 
the other numerous local causes which 1 have 
mentioned. But afterwards you will be faced with 
the fact that the patient has irritation very badly, 
although the anus, to all appearance, is absolutely 
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normal. Those are the cases in which one wants 
to know what to do. Many things have been tried 
in cases of that sort. One thing is to paint the 
parts over with pure nitric acid, or pure carbolic 
acid, or to cauterise the skin away with the cautery, 
or even dissect the skin away. Stretching of the 
sphincter and injection of water or solutions 
beneath the skin have all been tried and have 
proved more or less successful. In my opinion the 
best way to treat those cases is by Ball's operation, 
which is on the same principle as that for tic 
douloureux. Flaps are dissected up on each side 
of the anus to the middle line, and when the anus 
is reached the finger is kept in the rectum, the 
dissection, of course, being carried on inside the 
sphincter, just beneath the skin and mucous 
membrane, until one is well up above the level of 
the external sphincter. The whole of the skin is 
undercut so that the entire area of irritation is 
rendered anaesthetic. The flaps thus dissected up 
are then sewn down again and a dressing applied. 
It is very important that the rectum should be very 
clean at the time of the operation. It should be 
washed out with soap and antiseptics, the skin 
sterilised with iodine solution, and one should 
be sure that the bowels will not act for two or 
three days. Unless the surgeon is fairly confident 
that he can render the parts aseptic and keep them 
so for forty-eight hours, he had better not perform 
the operation. It is not as easy to dissect up these 
flaps as it looks. There should be a drainage-tube 
in each flap. These tubes can be removed next 
day. In three weeks after the operation sensation 
begins to come back ; the patient complains of 
4 ‘ pins and needles ” in the region of the anus, and 
gradually sensation returns. In my experience 
sensation is normal in three weeks or a month. 
The irritation does not come back, or at least only 
very exceptionally. In only one case which I 
know of has irritation returned. Exactly why the 
irritation does not come back it is difficult to 
explain, but I think that in many of these old 
cases of pruritus there is a definite lesion in the 
nerve-endings in the skin. That is why the irrita¬ 
tion is intractable. In the operation you have to cut 
the nerve-endings, and the new nerve-endings have 
not these lesions. This is the best operation in 
all cases of intractable pruritus. I do not think 
one should operate straight away in pruritus, how¬ 
ever intractable, but when other means have been 


tried and have failed it is advisable to perform 
this operation. And it is far better than cauterising 
or any method which will cause stricture. 

There is one method of treatment I have not 
mentioned which is useful in some cases, and that 
is exposure to X rays. In some of these cases 
where there is much thickening of the skin, ex¬ 
posure to a pastille dose of X rays will sometimes 
give great relief. I confess personally I have tried 
it in bad cases of pruritus, but I have been singu¬ 
larly disappointed with the result, though careful 
observers have had good results from this method. 
At any rate it does no harm, and is well worth 
trying in these intractable cases, because the only 
alternative is to perform Ball’s operation, which 
lays the patient up for three weeks. 

June 24 th % 1912. 


Vertigo and Sea-sickness.— Laache says that 
the underlying cause of vertigo is generally in the 
eye or ear. Removal of a polyp or syringing out 
impacted cerumen in the ear often puts an end to 
the tormenting dizziness. In one case an officer 
suffered constantly from vertigo until the cause was 
traced to chemicals in the wall-paper. In other 
cases the trouble was due to digestive disturbances, 
a tendency to overwork, to obesity, to under¬ 
nourishment—each case requires individual treat¬ 
ment. Alcohol or quinine is often useful for 
vertigo, as also tonics. Laache has sometimes 
found valerian effectual, alone or combined with 
quinine. In conclusion he discusses sea-sickness, 
citing various methods of prophylaxis and treatment 
that have been proposed. The best of all, he says, 
is to go on board in a tranquil state of mind and 
with a rested body, after a light meal on shore with 
which a little wine was taken, but scarcely any 
other fluids. Making close connection between 
the railroad and boat is unwise. The railroad 
travelling may predispose to sea-sickness. The 
bowels should be well evacuated before going on 
board, and the digestion generally should be in 
good order before undertaking a voyage. The 
cabin should be selected in the middle of the ship, 
near its transverse axis, the point where the rolling 
of the vessel is felt least. Reclining on deck in a 
sheltered place is useful for several reasons, one 
being the avoidance of seeing others in the throes 
of sea-sickness.— Journ . vol. lviii, No. 22. 
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Surgeon to the Prince of Wales’s Hospital, N.; Late 
Hunterian Professor, Royal College of Surgeons, 
England ; Lecturer on Surgery at the North- 
East London Post-Graduate College, N. 


Pruritus vulvae is the term applied to all cuta¬ 
neous affections of an itching character occurring 
about the vulva. This unpleasant local symptom is 
evidence of an affection of local origin even though 
we may fail to detect any visible pathological 
change; in many cases the itching is so intense as 
to demand immediate treatment. 

A discharge which soils the vulva, producing an 
irritation during cold weather and becoming in¬ 
tolerable under the influence of the warmth of bed, 
occurs most frequently in those who have passed 
the climacteric—eczematous vulvitis ; the irritation 
may extend along the inguinal, natal or gluteal 
folds. Such ocular proof leads us to regard «ven 
the non-visible sources of irritation as of external 
origin. 

The question of infection enters so largely into 
the consideration of all vulvar affections that in 
some instances it is not improbable the dirt from 
finger-nails may be the source of communication ; 
further, the good results attendant upon the use of 
germicides supports this infective view. 

Few of the sufferers are without leucorrhcea, 
which is so often the direct expression of a diseased 
condition. The suffering may be intense—when 
present in an aggravated degree most distracting 
and almost intolerable, producing hysteria and even 
insanity. 

As in pruritus ani, the cause may be readily 
detected, and, if removed, a cure speedily effected ; 
but the cause may not so easily be found, and may 
even be clinically absent; in consequence much 
discussion has occurred. Some claim that pruritus 
is due to a local lesion, others believe it to be the 
result of a constitutional disturbance, whereas not 
a few maintain it to be a habit or neurosis. 


Whatever its aetiology may be, pruritus vulvae is 
one of the most intractable affections of the female 
genitalia which the practitioner is called upon to 
treat; it is for the practitioner to gauge the impor¬ 
tant part played by any of these factors in any 
given case. Parasites, as threadworms or pediculi, 
have in many instances been the cause; haemor¬ 
rhoids, constipation (habitual) ,with impacted faeces, 
ulceration of ihe cervix, vagina or anus, fissure, 
fistula and prolapse—in fact anything which pro¬ 
duces a discharge from the clitoris, vulva, urethra, 
vagina, uterus or anus—may be the causative factor 
in pruritus of this region. 

Errors in diet—over-indulgence in alcohol, coffee, 
condiments and highly seasoned foods—may pro¬ 
duce this distressing condition or aggravate the 
existing condition, though it frequently occurs in 
persons who are not so habituated. 

Numerous cracks may be seen as the result of 
scratching : few sufferers are able to withstand the 
temptation of scratching, though no relief attends 
their efforts. The friction excoriates the skin, 
which becomes pale and thin or dry and glistening. 
Sleep is disturbed or even lost; the persistent 
itching is less bearable than severe pain. 

I trust I have made the gravity of the condition 
apparent, though it is frequently made light of, as 
“itching piles,” “a little irritation connected with 
the periods or change of life.” 

Long-continued pruritus with leucoplakia vulvae 
and the condition known as kraurosis vulvae have 
in the eyes of some writers been considered from 
constant irritation to lead to carcinoma. With this 
conjectural view I do not concur, because I hold 
that the most workable of all hypotheses of the 
cause of cancer is “ that a living parasite lies un¬ 
discovered lurking behind the mysteries of car¬ 
cinoma,” solutions in the continuity of the surface 
allowing of the ingress of the “ contagium vivum.” 

As the keynote to success is a correct diagnosis, 
it is all-important to ascertain the causation before 
appropriate treatment can be instituted ; the clini¬ 
cian must closely inquire into each of the follow¬ 
ing items: 

(1) Condition of anus and rectum—constipation, 
excoriations, fissure, worms, haemorrhoids, prolapse, 
rectal polypi or carcinoma. 

(2) Pubes—dilated veins, pediculi. 

(3) Prepuce—adherency to clitoris, accretions 
of smegma. 
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(4) Urinary passages— e.g. urethra and bladder, 
vascular caruncle, urethritis (chronic infection of 
Skene’s tubules), cystitis or tumour of bladder 
(cystoscopic examination), or calculus (X rays). 

(5) ( a ) Vulva—labial veins, tumour, hernia, 
smegma, and glands of Bartholini. 

(/>) Vagina—secretion, foreign bodies, infectious 
condition of walls. 

(c) Uterus and appendages—position of uterus, 
condition of cervix, e.g. erosion or growth, pelvic 
inflammation, adhesions, tumour or varicocele, pro¬ 
lapse of uterus, phlebitis or lymphatic obstruction. 

(6) Constitutional condition— (a) cardio-vascular 
state. 

(h) Composition of urine. 

Internal medicaments and local applications 
beyond number have been employed, and each in 
its turn has played iis vaunted role , only to be 
found wanting when its promoter laid unfailing 
reliance upon it. 

Internally. —Sodium bicarbonate, sodium salicy¬ 
late, aspirin, pyramidon, calcium lactate, atropine, 
guaiacum and sulphur, ammonium bromide, 
quinine, morphine, thyroid extract, phenacetin and 
allied compounds, and valerianate of zinc. 

However, a local lesion demands topical treat¬ 
ment. 

Local applications ,—Menthol, camphor, anaesthol, 
alkaline lotions, boracic acid, carbolic acid, salicylic 
acid, hydrocyanic acid, alum (hot solution), silver 
nitrate, lin. belladonnae, lin. chloroformi, sulphurous 
acid, lead subacetate, lead iodide, cocaine, eucaine, 
ichthyol, thigenol (ovules), hazeline, morphia, hemi- 
sine, coal-tar products, calomel, zinc oxide, peroxide 
of hydrogen, euthymol, adrenalin, and chloretone. 

Douches, —Tinct. iodidi, lactic acid or sour milk, 
silver nitrate, protargol or argyrol, carbolic acid, 
creolin, peroxide of hydrogen. 


Prescriptions, 


Powders. 

Calomelanos . pt. j 
Zinci oxidi . pts. ij 
Amyli . . pts. iij 

p. a. a. 

Subgallate of bismuth. 
p. a, a. 


Ointments. 

Bismuth carbonatis gr. x 
Zinci oxidi . gr. x 
Lanolin ad. 3j 

p, a, a, 

Ung. picis . . gij 

Ung. belladonnae . 3ij 
Tr. aconiti . . Jss 

Ung. aq. rosae ad . Ji 
/. a, a. 


For application to the vaginal wall so as to allow 
of contact to every part of the mucous membrane, 
the following solutions or pastes are best applied 
per speculum or as a tampon. 

(a) Glycerine and bis- (c) Liq. carbonis de¬ 
ni uth carbonate made tergens . '%) 

up into a paste. Glycerine . . Jj 

(h) Silver nitrate gr. x Zinci oxidi . Jss 

Aq. . . ad Pulv.calaminae(prep.)3ss 

Aq. 5) 


Suppositories, 

Suppositorium chloretone co. : 


Chloretone ... 

■ gr- j 

Acetanilide .... 

• gr- j 

Zinci boratis 

• gr- \ 

Fluid golden seal (colourless) 

■ "Iij 

Euthymol .... 

. TH.xv 

Boroglyceridi 

. q. S. 


Suppositories may be made of thiodine (10 
per cent.), hydrastine, boroglycerine, ichthyol, 
iodine, thigenol, etc. 

Radiotherapy, —X rays are undoubtedly useful 
but when employed in severe cases to the degree 
necessary to give relief the vulva is to a con¬ 
siderable extent depilated. 

Radium, on the other hand, has given me better 
results than any other method, so that for the past 
four years I have employed it in all cases of 
pruritus vulvae which have been sent to me in con¬ 
sultation. In radium we undoubtedly have a 
therapeutic agent of inestimable value in an other¬ 
wise almost hopeless condition. 

Intense pruritus vulvae has been cured by the 
use of the constant current—the anode being 
applied to the vulva, the kathode to the various 
other parts affected. 

The operative measures consist in : 

(a) An efficient application of caustics or cautery 
to an erosion of the cervix. 

(/;) Curettage if endometritis exists. 

(c) Divulsion—anaesthesia is necessary—of the 
vaginal constrictors, with the introduction of Sim’s 
glass tube or a thick gauze plug. 

(d) Removal of the glands of Bartholini. 

As a change from one remedy to another may be 
necessary we should be very cautious in our 
prognostic committal as to the immediate, early, or 
even possible cure. 

In the employment of all local applications a 
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detail of considerable importance is the employ¬ 
ment not only of a diaper but of a piece of gauze 
or soft tissue to separate the labia. This is essential 
to prevent irritation of the surrounding parts and a 
spread of the disease. 

Remember that sleep is very important. 

Many sufferers wander from physician to phy 
sician before any one of them has had an oppor¬ 
tunity to treat the condition. Even the most 
deplorable cases may —with due care, the applica¬ 
tion of medicaments and the aid of surgery judi¬ 
ciously applied—be ameliorated and even cured 
provided the patient surrenders herself entirely to 
the practitioner’s care. 

Pruritus vulvse has lost much of its power since 
the introduction of cocaine; even cocaine may give 
only temporary amelioration of the distress. 
Various methods, even to the excision of the more 
sensitive portions of the skin and mucous 
membrane, have failed. However, radium affords 
an agent which, as. far as my experience goes, is 
invariably successful, and is to be urged in all cases 
when the simpler remedies have failed. 

June 24 th , 1912. 


Differentiation of Pains in the Leg.— 

Erben discusses the signs and symptoms of affec¬ 
tions that may involve the leg, and urges that 
physicians should not be too ready with the dia¬ 
gnosis of sciatica. The influence of abdominal 
straining should be investigated; when on coughing 
there is a twinge of pain along the course of the 
sciatic nerve, its root probably is irritated. Pains 
in the leg which are the consequences of processes 
in the pelvis are generally aggravated by abdominal 
straining, which is not the case with spinal affec¬ 
tions, coxitis and neurasthenic or hysteric pains, 
flat-foot, etc. The knee is generally cooler with 
sciatica, and the sensitiveness of the sciatic nerve 
at any attempt at stretching is revealed by the 
Lastgue, Feuerstein and Bonnet signs. Tapping 
the bone causes more pain with rheumatic and 
gouty affections than with sciatica. The pains in 
the leg with osteomalacia generally are preceded 
by pains in the sacral region and back, and the 
muscles and nerves are not so tender on pressure 
as the bones themselves. If paresis accompanies 
the pains in the legs, this speaks against sciatica.— 
Journ. A.M.A ., vol. lviii, No. 22. 


PRE-VICTORIAN LIQUOR LAWS 
AND THE TEMPERANCE 
MOVEMENT.* 

By F. M. SAfcDWITH, M.D., F.R.C.P., 
Gresham Professor of Physic. 


Lecture II. 

The writings of poets and sages in the early 
civilised states of the world show us that drunken¬ 
ness is no new vice, but was one much extolled 
among the ancients, and in the primitive savages 
of the present day there is the same deliberate 
purpose of exciting themselves by drinking to 
excess. The northern barbarians, who invaded the 
Roman Empire in the 4th century, were famous 
as drinkers and fighters. Some ancient Saxon 
drinking vessels, now in the British Museum, were 
found in the tombs of chieftains, and in one such 
tomb at Taplow there were four large glass cups 
and five cow’s horns, two feet long, richly mounted 
at the mouth and at the point with silver bands, 
embossed and gilt. Other glasses found are in the 
shape of a plain cup or bowl, wide at the mouth 
and with a rounded base, so that they could only 
be set down when empty. 

The ancients of the south got drunk on such 
comparatively harmless drinks as fermented liquors 
made from grapes, whilst the northern barbarians 
drank mead, a fermented liquor concocted from 
honey, beer made from barley, and cider from 
apples. Though producing intoxication, the effects 
of these drinks were not so violent nor the after¬ 
results so serious as the drinking of later days, 
when spirits took their place as the popular 
beverage. 

The people of England, owing perhaps to their 
cheerless skies and to the depressing effects of 
long, damp winters, have always been heavy 
drinkers. Centuries ago the voice of moralists was 
raised in protest, but the evil continued and grew 
to abnormal and intolerable heights towards the 
end of the fifteenth century, when numbers of 
men, who had been employed in the civil wars and 
as retainers and hangers on of the old feudal 
houses, were dispersed and wandered aimlessly 
about the country, living on what they could make 


* Four Gresham Lectures. 
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by violence and crime. These poor wretches 
congregated in taverns, and made these places 
such centres of disorder, that in 1495 an Act was 
passed against vagabonds and the unlawful games, 
the “dicing and drinking” they met to revel in. 
The justices of the peace were empowered to “put 
away common ale selling in towns and places 
where they should think convenient, and to take 
sureties of keepers of ale houses in their good 
behaviour.” You will observe that then, as now, it 
was easier to tackle the house and the retailer 
than the client who made evil use of that house. 
Most legislation to this day is directed against the 
publican by holding him responsible for the good 
behaviour of his house; the publicans have shown 
themselves capable of maintaining order if they 
wish, and the system has answered well. The 
disorder which brought about the first liquor law 
was due, not only to the effect of the ale consumed 
in the taverns, but to the fact that such houses 
were the public resort of all the roughest people 
in the land. 

This was the first of many laws directed towards 
the regulation of taverns and the traffic of liquor. 
There are two extremes of opinion concerning the 
interference by the State in the liquor traffic. On 
the one hand, we have a party backed by many 
men of high scientific attainment and moral 
eminence, who would, by the strength of the law, 
enforce the total abolition of alcohol as a drink ; 
on the other, the weight of a section of the public, 
who consider almost any legislation tending 
towards restriction an unnecessary interference 
with the legitimate pleasures of the individual. 
The experience of 400 years of legislation has 
taught us that in this, as in many other things, we 
must temporise. If laws are not backed up by 
the strength of public opinion, if the collective 
conscience of the community is not in sympathy, 
they defeat their own ends by arousing pity with 
the victim and by producing evasion of the law and 
corruption. 

It is the duty of the State to protect the public 
from disorder, and as far as possible to protect the 
individual against himself. It is a mistake to 
think that legislation should do everything, that 
there is nothing in individual responsibility. You 
should not wish to excuse the topers who have 
lost control over their bestial appetites, but for the 
sake of others we do not want drink made too easy 


of access for them. Drink is the cause of much 
unemployment, disease, and waste of life ; and we, 
as taxpayers, have in the end to support those who 
have become destitute by the effects of drink, as 
well as their wives and children. That is reason 
enough, without seeking any higher motive, why 
we should protect ourselves against the drunkard. 

But there are definite limits to legislation ; it can 
do no more than promote public order; it cannot 
induce moral improvement and it cannot restrain 
natural appetites, for when it tries to do so it 
becomes an injustice to those who do not misuse 
their appetites. When it ceases to be practical 
there is no power to enforce it. 

In passing over the history of drink I shall give 
as briefly as possible an account of the liquor laws 
up to the present day to show you my meaning. 
You will see where they have failed and where they 
have succeeded. Too often they have been the 
result of theory, fanatical beliefs and sentiment, 
based on confusion in the minds of the promoters 
of what the law can do and what the moral training 
of the community can alone effect, an attempt to 
hasten the desired end which has too often had 
a result exactly opposite of that which was in¬ 
tended. 

There are two objects in liquor legislation—to 
| promote moderation in the interests of the public 
health and welfare, and to derive revenue from the 
traffic of alcoholic drinks. I will not concern 
myself much with the latter object, which does not 
come within our sphere to-day. Licensing for 
revenue was introduced in 1660 for the sake of 
wine only. In 1710 a small annual tax was put 
on the retailers of beer, and gradually the system 
of annual excise licenses was applied to all liquors, 
and the permission to sell was obtained on pay¬ 
ment of proper dues from the excise authority. 
The primary object of certain imposts was to check 
the abuse of alcohol, but when it was found to be 
such a very useful and fruitful method of raising 
revenue the custom continued and was extended. 

England was the first country to adopt liquor 
laws, not from a higher sense of virtue than other 
nations, but because we were harder drinkers, and 
this, with the exception of Scandinavia and Russia, 
is true to this day. Cafes, restaurants and bee- 
gardens, where the father of the family takes his 
wife and children on the Continent to listen to the 
band, where each has his glass of beer or light 
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wine, tend to much harmless drinking, but not to 
drunkenness. In southern countries such laws are 
even now almost non-existent, because they are not 
needed; I have spoken in my first lecture of the 
very temperate habits of the people of Spain, Por¬ 
tugal and Italy. Even in France legislation is very 
lax compared with England, because, until recently, 
there was comparatively little intoxication of a dan¬ 
gerous sort except in the northern provinces, where 
some hard drinking goes on in the sea-port towns. 
But owing to the difficulties of the wine trade in 
France spirit drinking is rapidly increasing in that 
country, and there is a consequent outcry for more 
stringent legislation. 

But to return to our own country, the general ten¬ 
dency of the law is to become more stringent as 
public opinion demands greater public order and 
leans increasingly on legislative measuies, which is 
the tendency of all people as they become more 
democratic, shifting responsibility from the indivi¬ 
dual to the State. Besides this there is the weight 
of medical opinion, for the voice of science is 
heard more clearly from year to year, and doctors 
preach moderation or abstinence according to their 
views. Dr. Shadwell, the well-known authority on 
this question, consideis there are four methods by 
which the law can regulate the liquor traffic : 

(1) By licensing, which is the commercial sale 
of liquor for private profit under a legal permit. 
The licensing system was first adopted in England 
in 1551. It was found a convenient means of 
checking the traffic, and it has been adopted in 
all the British dominions. It is easy to see how it 
arose : a commodity is first made by private enter¬ 
prise, and is sold without hindrance or check till it 
leads to disorder, when objections are raised to 
its sale and the law is compelled to interfere and 
restrict it, giving permission to sell to duly 
authorised persons only. In this manner control 
is kept over the traffic, though licences may be 
easy or strict. By causing licensees to pay for the 
privilege of selling they are made to contribute to 
the revenue. 

(2) By restricting the sale of liquors to authorised 
bodies only, who sell, not for private profit, and 
have no pecuniary interest in the sale. This is 
known as the Gothenburg, or Scandinavian, or 
company system. It seeks to discourage excess 
by stopping the incentive to sell, and the profits of 
the business are devoted to public purposes. Cer¬ 


tain philanthropic bodies have tried this system 
of “ disinterested management ” in various parts of 
England. It has not been an unqualified success 
here, because isolated houses rtln on this system 
have had to compete with the ordinary public- 
houses. In other words, the system requires the 
monopoly of the sale. 

(3) By State monopoly, as in Switzerland, where 
the liquor trade is retained in the hands of the 
Government. This system exists in some parts of 
the United States as regards the wholesale trade 
only. State monopoly of spirits was adopted in 
Russia in 1895 as an attempt to check the enormous 
amount of spirit drinking among the people. The 
retail sale is confined to Government shops, and 
spirit is only sold in sealed bottles to be drunk off 
the premises. Whether this has tended to increase 
public order or to evasion of the law I am unable 
to say. Only high-class restaurants are allowed to 
sell spirits by the glass. 

(4) By absolute prohibition, which may be 
general or local. When local it goes by the name 
of local option or local veto, and, if the people of a 
certain district unanimously desire it, there can be 
no harm in adopting such a system* A far more 
difficult question is that of State prohibition, for 
which the extreme temperance reformers are 
clamouring. In the hope of making drunkenness 
impossible, they wish to make the sale of liquor 

! illegal. But the study of past legislation should have 

1 taught them that such wholesale measures are not 
workable, that they tend to corruption of the execu¬ 
tive and to illicit trading. The people want their 
drink, and if they cannot get it by legal methods 
they will get it without. Such compulsion is not 
desirable. If you succeed in arousing in the minds 
of the people the desire for a measure, they will 
shout till they get it, but, if you force it upon them 
against their will, they will set their whole minds 
upon how to evade it. 

The people of the United States are perpetually 
swayed by waves of emotional legislation, and 
State prohibition has been tried there in many 
States. It was first introduced in Maine in 1846 
and still prevails, but eleven other States tried it 
and gave it up again. In 1910 nine more remote 
States adopted it, and nearly half the population of 
the United States is now living under a condition 
of nominal prohibition. Whatever has been gained 
by this upholding of a principle is counter-balanced, 
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it seems to me, by the fact that there is general 
and accepted toleration of those who evade the 
law. Spirits are bought and drunk, but the execu¬ 
tive does not choose to recognise the fact. When 
I visited Newport, Rhode Island, a few years ago, 
I was surprised to see a notice in the chief hotel 
telling visitors that they might bring their own wine 
or other liquor, and that no corkage would be 
charged, and further, that as the State did not 
allow liquors to be sold, the manager of the hotel 
was willing to present a bottle of white or red wine 
to any guest who desired to drink it with his meals. 
In certain other States a medical certificate is 
necessary to get an alcoholic drink, which must be 
an unfair strain on the amiability of the doctors. 

Some parts of Canada and nearly half the towns 
of Norway have adopted prohibition. The policy 
is gaining ground in New Zealand and is in force 
in some parts of that colony. 

Till towards the end of the seventeenth century 
ale was the drink of the people of England, and 
wine was only seen on the tables of the wealthy. 
In 1551 came the first licensing Act, which deter¬ 
mined that no one should keep a common ale 
house, or “ tippling house ” as it was called, without 
the permission of the justices, and it gave these 
authorities the power to “try breaches” of the law, 
exacting good behaviour from such licensed persons 
and their houses, and to punish offenders and the 
unlicensed sellers of ale. In some counties rules 
were drawn up which every publican had to 
observe, and these included conditions very similar 
to those enacted at the present day : the closing of 
public-houses during service hours on Sunday, 
whilst in some places there was complete Sunday 
closing except to travellers, forbidding continued 
drinking and unlawful games, prohibiting the har¬ 
bouring of bad characters, and an adoption of 
standard measures and prices fixed by law. These 
laws had such a salutary effect that there was no 
further legislation for fifty years. 

Between the years 1603 and 1627 a series of 
Acts was passed to try and make the laws more 
uniform throughout the country and to repress 
unlicensed houses and disorder. It was urged 
that ale-houses were not for “ the entertainment 
and harbouring of lewd and idle people to spend 
and consume their money and their time in lewd and 
drunken manner,” but chiefly for the use of travel¬ 
lers. Penalties were imposed on inn keepers for 
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permitting tippling on their premises and then 
followed heavy fines on those who adulterated the 
beer. But all this legislation was directed against 
the abuse of ale, and, if ale and beer had remained 
the staple drink of the common people, the neces¬ 
sity for much further legislation and the great 
waves of temperance enthusiasm would probably 
never have arisen. It was the abuse of spirit 
drinking which the law had to try and curb, and it 
is the effects of spirit drinking which legislation 
and temperance reformers have been fighting ever 
! since. 

Although the distillation of essences was known 
to the ancients, and was carried on by the Arabians, 
drinkable spirits were not known till the thirteenth 
century, when Arnoldus de Villa Nova, chemist 
and physician, writes of the distilled essence of 
wine, w^hich he called aqua vita (water of life), as 
a new and divine product. Slowly the distillation 
of other alcoholic substances began where wine 
was not obtainable, and malted grain, hitherto used 
for beer, was made into gin and whisky, rum 
emerged from sugar, and finally rectified ethyl 
alcohol from almost anything containing sugar or 
starch. For a long time this concentrated form of 
alcohol was considered to be of divine origin, for 
chemistry was an art which, to the uninitiated, 
was allied to witchcraft or other mysterious powers 
beyond their understanding, and therefore beset 
with superstition. The powerful effect of spirits 
was sure to impress the ignorant, and more 
especially was it attractive to northerners, who 
learnt to take them without discretion or restraint, 
with disastrous results. 

Spirit drinking so far had been a luxury confined 
to the rich who could pay the heavy duty imposed 
on the brandy coming from France and the gin 
from the Netherlands. But in 1690 the British 
Government forbade all importation of spirits, 
either to encourage home manufacture or for 
some other purpose, and the trade of distilling 
was thrown open to anyone on payment of a trifling 
duty. Spirits became cheap, and the drinking of 
gin became so general and led to such disturb¬ 
ances, that, by 1700, an Act became necessary to 
include the sellers of spirits, drunk on the premises, 
with the ale-house keepers. But the evil grew 
apace, and further legislation became imperative. 
Spirit bars were springing up like mushrooms. In 
1732 William Maitland, the historian, made a 
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complete survey of all the houses in London. 
There was a total of 95,968 houses, of which 171 
were brew-houses for the manufacture of ale, 207 
were inns, 447 were taverns, 5975 were ale-houses, 
and 8659 were brandy shops, giving a total of 
15,288 licensed houses, of which more than half 
were spirit bars. About one in every six houses 
was a publican’s, and as some of the better class 
streets were quite free from them, they must have 
abounded all the more in others. London then 
had a population of three quarters of a million, 
which made one pot-house to every forty-seven 
persons. 

In an attempt to check this abominable con¬ 
dition of things, an additional five shillings a gallon 
was placed on every distilled liquor, and retailers 
were made to pay a licence of ^20 a year. By 
making licences more difficult and spirits dearer 
an improvement was to be effected. But the 
result was disappointing. There was such an 
increase in illicit trading that the Act had to be 
repealed in 1732. That did not mend matters 
either. Neither the extremes of repression nor of 
laxity could stem the rising tide of intemperance, 
w T hich assumed such an extremely serious aspect 
that in 1736 the Middlesex magistrates petitioned 
Parliament for further legislation, to check the 
moral and physical degradation which threatened 
to destroy the people of England. There followed 
the well-known Gin Act, putting enormous duties 
on both distiller and retailer, and all but prohibit¬ 
ing the sale of spirits. Once again it was shown 
that, in spite of wholesale prosecutions against 
evasions, extreme measures were doomed to dis¬ 
appointment. The law was impudently evaded, 
spirits were sold under fictitious names, druggists 
prescribed them in medicine bottles, and the 
repression appeared to give immense stimulus to 
the trade. The consumption of spirits was nearly 
doubled in England and Wales between 1733 and 
1742. 

Hogarth’s well-known pictures illustrating the 
life of those days, and all contemporary writers, 
point to the enormous extent of the evil In his 
6 History of England,’ Smollett tells us how spirit 
bars shamelessly put up sign-boards, inviting cus¬ 
tomers to become “drunk for id.,” “dead drunk 
for 2d.,” and to “ have straw for nothing.” In the 
succeeding fifteen years many laws were passed, 
swaying one way or the other, towards laxity or 


repression, all for the purpose of checking the evil, 
but with no marked results. 

In 1743, Lord Lonsdale, speaking in the House 
of Lords, said : “ In every part of this great 
metropolis whoever shall pass along the streets 
will find wretchedness stretched upon the pave¬ 
ment, insensible and motionless, and only removed 
by the charity of passengers from the danger of 
being crushed by carriages or trampled by horses or 
strangled with filth in the common sewers. . . . 

These liquors not only infatuate the mind, but 
poison the body; they not only fill our streets 
with madness and our prisons with criminals, but 
our hospital with cripples. . . . Those women 

who riot in this poisonous debauchery are quickly 
disabled from bearing children, or produce chil¬ 
dren diseased from their birth.” 

In this speech we see the awakening of the 
public conscience; people were realising that spirits 
were not the waters of life, but too often the waters 
of death. The laws that were enacted between 
1743 and 1753 strove to bring the liquor trade 
“back into authorised channels” by granting 
licences only to better-class hquses. Applicants 
for licences had to show proof of good character, 
tippling debts were made irrecoverable by law 
(which had a most salutary effect), and justices, 
with an interest in the trade, were excluded from 
licensing functions. 

The high-water mark of intemperance had been 
reached, and the tide was falling, never again to 
rise to such an intolerable height. Liquor houses 
improved, and the consumption of spirits dimi¬ 
nished. Faith in the virtue of alcohol was shaken, 
not only by observation but by the voice of 
isolated members of the medical profession, who 
were, at last, beginning to busy themselves with 
questions relating to the preservation of the health 
of the community, instead of merely treating 
cases of illness. In 1804 appeared a book by 
Dr. Trotter, of Edinburgh, on the evils of intem¬ 
perance, which created a good deal of interest in 
the subject 

But other influences were at work : it is then 
that we first begin to hear of the temperance 
movement, that practical expression of religion 
and morality which, for over a century, has done 
much to stem the evils of drink. The word strictly 
means moderation, but it has almost ceased to 
have that meaning in common parlance, for 
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moderation quickly gave place to a less tolerant 
doctrine. 

Spirit drinking had been introduced from Eng¬ 
land into the United States, and was a growing 
evil in that country. In 1808 Saratoga led the 
way towards reform by the foundation of the first 
temperance society, and was followed, in 1813, by 
a similar one in Massachusetts. The churches 
strongly upheld the movement and other societies 
arose, till, in 1833, there were 6000 local societies 
with more than 100,000 members in America. 
The members of these societies at first only 
pledged themselves to abstain from spirits, but 
gradually all alcoholic liquors came to be excluded. 

Meanwhile a small temperance club had been 
started in 1818 by a working man in Skibbereen, 
near Cork. Ulster followed in 1829, and the 
movement was taken up in Scotland and later in 
England, where, in 1830, a temperance newspaper, 
the * Temperance Societies' Record,' was published 
in Lancashire. 

During the early years of the nineteenth century 
the laws against illicit distilling w;ere strengthened, 
for it was computed that in 1820 more than half 
the spirits consumed were from illicit sources. 
The granting of licences was put upon a more 
practical basis, and among other Acts passed may 
be mentioned the one known as the Duke of 
Wellington's Beer-House Act of 1830, which 
exempted the sale of beer from the requirements 
of a justice’s licence, to make beer easy of access, 
in the hopes of weaning the people from spirits. 

The drunkenness in the streets of London was 
still appalling, although it was hardly equal to 
what it had been in the preceding century. There 
was practically no closing time for public-houses, 
and drunken riots continued all night and through¬ 
out the day, whilst drunkenness among women and 
children was rampant. In 1830 we read how 
seventy-two cases were brought up to Bow Street 
on a Monday morning “ for absolute and beastly 
drunkenness, and, what was worse, they were 
mostly women who had been picked up in the 
streets, where they had fallen dead drunk." But 
the Beer-House Act, like others, proved to be 
useless, and the licensing of beer - houses was 
again brought under the justices in 1869. 

But temperance work was going ahead. In 
1831 the British and Foreign Temperance Society 
was founded in London, with the Bishop of Lon¬ 


don as President, and Archbishop Sumner as one 
of the Vice-Presidents, and Queen Victoria gave 
great prestige to the Society by wisely becoming 
patroness on her accession in 1837. 

The number of abstainers in the United Kingdom 
was then estimated at 170,000. -The British and 
Foreign Temperance Society was formed to promote 
abstinence from spirits, but this did not satisfy the 
more ardent advocates, who would hear of nothing 
short of total abstinence from all alcoholic drinks. 
It was especially in the northern counties that total 
abstinence was preached, and it is here that we 
first come across the word “teetotal." It was used 
by a working man, Richard Turner, of Preston, in 
the year 1833, in a speech advocating total abstin¬ 
ence from intoxicating Honors in preference to 
abstinence from ardent spirits only. In declaring 
that “ nothing but tee-tee-total would do," he was 
not stammering, but merely emphasising the word, 
and the expression instantly became and remained 
popular. The first total abstinence society was 
started in Pi .ston and adopted the word. The 
more moderate element of the temperance societies 
declined to share the views of the extremists and 
lamentable disputes arose, ending in the decline of 
the movement, whilst the British and Foreign 
Temperance Society, which had begun with such 
promise, came to an end. 

For a time the total abstinence movement carried 
all before it by the power of one man, the Rev. 
Theobald Mathew, of Cork, known everywhere as 
Father Mathew. This extraordinary reformer 
deserves special mention. Born in Tipperary in 
1790, he lost his parents at an early age and was 
placed under the tutelage of the parish priest. At 
thirteen he was sent to school at Limerick and 
went from there to Maynooth in 1810. He was 
ordained priest in Dublin and joined the religious 
order of Capuchins, by whom he was sent to Cork, 
where he began his active work among the poor. 
Inspired by a deep love of humanity, his efforts to 
improve the condition of the wretched people about 
him resulted in his becoming their physician, 
banker, and trusted friend. But hard as he strove 
for them his best efforts for their improvement were 
constantly thwarted by their horrible habits of 
intemperance. They were sodden with spirits. A 
society for the suppression of spirit drinking was 
formed by certain Quakers in the city, but when 
they found that their efforts were almost useless, 
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they wisely called in the assistance of the Roman , 
Catholic priest, whose influence on the poor was 
well known. He took up the cause with enthusiasm, 
and from that time, 1838, onwards he devoted him¬ 
self to preaching, not temperance, but total absti¬ 
nence. He knew his people well, and he must 
have felt that this extreme doctrine was the only 
salvation for a people so imbued with the drinking 
habit as the Irishmen of that day were. Besides 
which it must be remembered that spirits were : 
almost the only form of alcohol to which they had 
access. His teaching instantly appealed to the 
emotional Irish temperament, and his mission 
burnt like an all-consuming fire. The most 
notorious sots became rabid abstainers, his fame 
spread through all the island, and soldiers had to 
be employed to keep back the press from the 
church doors, where thousands upon thousands 
crowded to hear him and to sign the pledge. The 
number of his followers, which was said to be four 
millions, was probably inaccurate, for the enthusiasm 
he evoked lent itself to much exaggeration. A time 
of industrial depression certainly helped the cause, 
for when people have less money to spend they 
have to drink less, but undoubtedly it is chiefly 
due to him that the consumption of spirits in 
Ireland fell from over ten million to over five 
million gallons in three years. He was the greatest 
temperance reformer the world has ever seen, and 
it is lamentable to find how quickly the excitement 
spent itself and evaporated almost as quickly as it 
had arisen, leaving the people to fall back into 
their former *vays. The reform was built on 
unstable emotion and was not based on any 
serious educational progress of the people, hence | 
its failure. “ If there had been any staying power I 
in the business/’ says Dr. Shadwell, “the liquor | 
question would have been settled out of hand.” In 
1843 he came to England, w’here he was received 
with enthusiasm greater than any temperance 
reformer has met with before or since, but not | 
such as he had been accustomed to in his own 
country. His worldly affairs were in a bad way, 
for he drew his income from the family distillery, 
and he and his brothers, with every other distiller 
in Ireland, suffered in proportion -to the falling off 
in consumption of spirits. The Crown granted 
him a pension of ^300 in 1847, and collections 
were made for him in various parts of the kingdom. 
But his expenses were heavy and his charity un¬ 


bounded. For a short time he went as a missionary 
to the Fiji Islands, but he returned to his much¬ 
loved Ireland and died at Queenstown in December, 
1856, worn out by his labours, and broken-hearted 
to see that the work to which he had given the 
best of his life was crumbling into ashes. 

This may be said to close the first period of 
temperance reform. So far it had been based on 
a moral and religious foundation, seeking to con¬ 
vert people by their better feelings and emotions. 
But as people wearied of temperance zeal the 
reformers sought to back up their arguments by 
legislative pressure. In America repeated experi¬ 
ments were made towards total prohibition of 
alcoholic liquors, but although these measures 
proved to be dead letters, temperance enthusiasts 
clamoured for similar laws here, and the United 
Kingdom Alliance was formed in 1853 “ to pro¬ 
cure the total and immediate legislative sup¬ 
pression of the traffic in intoxicating liquors as 
beverages.” 

Since the middle of the nineteenth century 
temperance has come to assume a more political 
than moral aspect, though both elements have 
been present. No party programme seems to be 
complete without some attempt at temperance 
legislation, but the social and religious side still 
appeals to a large section of the community. 

The benefit societies, concerning themselves 
chiefly with the class of artisans and smaller 
tradespeople, have done good work, and the 
Church of England Temperance Society and some 
Roman Catholic institutions of the same kind 
have large followings. The temperance teaching 
of children has become very general, and since 
1906 the teaching of hygiene and temperance has 
been made compulsory in Ireland, whilst the 
Board of Education in England issued a syllabus 
in 1909 for temperance teaching in elementary 
schools, though the subject is optional. The 
members of the juvenile branches of temperance 
Societies form by far the largest part of these 
institutions, and swell the numbers of membership 
out of all proportion to their real importance or 
to their electoral significance. It is difficult to 
estimate what value these young proselytes have ; 
they certainly give the societies to which they belong 
a somewhat fictitious importance, but if their vow of 
abstinence inculcates in the minds of even a small 
proportion of them a proper detestation of alcoholic 
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indulgence and a decent sense of responsibility 
and self-restraint, their value is immense. 

Special mention should be made of the Church 
of England Temperance Society, to which I have 
already referred. It differs from most other societies 
of its kind in advocating true temperance rather than 
total abstinence, and it is probably chiefly due to 
this more tolerant attitude that it has attracted an 
enormous number of adherents. It carries on 
mission work at police-courts and prison-gates, in 
travelling vans and in educational courses. It 
supports five inebriate homes and many branch 
societies, and some of its best work is done among 
our soldiers and sailors, where very special tempta¬ 
tions beset the men. It is unfortunately true that 
our defenders carry their drinking habits into 
countries where they are utterly unsuitable and 
particularly mischievous. To the Oriental the 
drinking of alcohol is forbidden by a wise religion. 
The Koran, in at least two places, distinctly for¬ 
bids the drinking of wine, and under this name 
all sorts of intoxicating liquors are understood. 
Wine is referred to as “ an abomination of the work 
of Satan.” In another chapter wine is bracketed 
with games of chance: “ in both there is great 
sin and also some things of use unto men ; but 
their sinfulness is greater than their use.” As a 
general rule the Oriental abstains, but if he does 
ape the alcoholic European and takes to drink, all 
his natural habits of self-indulgence, coupled with 
his weak powers of moral resistance, tend to make 
him a worse drunkard than the white man. 

To those of us who have lived in Eastern 
countries it is a humiliating and familiar fact that 
bars and low drinking-houses spring up wherever 
our soldiers and sailors penetrate, in spite of the 
watchfulness of administrators. There can be no 
adequate control of the poison the men drink, 
and many a poor soldier is brought back into 
barracks dead drunk, stripped of his clothes and 
his money, after a “spree” in some native bar, 
the seductions of which he has not been able to 
resist. Rudyard Kipling, who knows the British 
soldier well, writes, in his ‘ Barrack Room Ballads 7 : 
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“ When the ’arf made recruity goes out to the East, 
’E acts like a babe an’ ’e drinks like a beast, 

An’ ’e wonders because ’e is frequent deceased 
Ere Vs fit for to serve as a soldier, 

Soldier of the Queen. 


“ First, mind you steer clear o’ the grog sellers’ huts, 

For they sell you Fixed Bay’nets that rots out your 
gms, 

Av, drink that 'ud eat the live steel from your butts— 
An’ it’s bad for the young British Soldier— 

Soldier of the Queen. 

Temperance societies exist in nearly every civi¬ 
lised country in the world ; they appear to have the 
largest number of followers in the United States, 
and the next largest in this country. But even 
when we can enumerate their adherents we have 
not by any means fathomed their influence on 
temperance. When we have discounted the enor¬ 
mous juvenile section, often numbering three 
quarters or more of the total membership, the 
remainder generally represents a class of people 
which is not, under any circumstances, likely to 
fall into the abuses of alcohol, and how far their 
influence and example affect the more susceptible 
it is impossible to say. 

A somewhat new feature has been the participa¬ 
tion of science in the movement. As we saw, a few 
medical men were among the first to recognise the 
enormous danger of the drink evil and to advocate 
moderation, but the movement passed at once into 
the hands of religious reformers. Only recently 
the scientific study of the question has been raised, 
and temperance reformers can now number among 
their adherents some very prominent members of 
the medical profession. 

Advocates of temperance have been the chief 
instruments in forwarding temperance legislation, 
and in so. far as legislation has been successful 
the credit may be due to them. But this drink 
question is not so much one of compulsion or even 
of health, but of moral education. Have temper¬ 
ance reformers made a proper impression on the 
minds and habits of the people ? It seems to some 
of us that if the cause had been limited to real 
temperance, avoiding all fanatical abstention, it 
would have appealed more to common-sense. The 
more the extreme view is urged, the more the very 
word “temperance” becomes a by-word for bigotry 
and offensively self-righteous propaganda. The 
reason why the working men will not listen to the 
total abstainer, says Dr. Shadwell, is “ that they 
resent the whole principle of total abstinence 
as a needless interference with one of the good 
things of life, and an insult to their self-respect. 77 
(He is of course, speaking of the temperate drinker, 
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not of the drunkard.) “True temperance should 
be, and, indeed, already is,’a national cause ; total 
abstinence neither is, nor seem^likely to be.” 

I must wait till the next lecture to speak of the 
law as it now stands in its relation to the liquor 
question, but I want to emphasise an undoubted 
fact: whatever the influences may be that have 
brought it about, the one country where all classes 
of drink have steadily fallen in the last fifteen 
years is the United Kingdom. It is impossible to 
say whether this continuous fall will go on, for all 
past experience shows that when people have more 
money there is more drink, because that seems, to 
a large section of the population, the natural and 
legitimate manner of enjoying themselves. It is 
chiefly those who can afford it least who spend most 
on drink, and the proportion of his income which 
even many a decent working man spends on drink is 
the wonder and despair of those who are inter¬ 
ested in his welfare. It is probable that with the 
present revival of trade there will be a rise in the 
drink bill, but we have reason to believe that the 
figures will never rise again to the height they did 
even a quarter of a century ago, for the habits of 
the people are changing and we may look for better 
things. 

Education is slowly working towards higher 
ideals. The people demand other forms of enter¬ 
tainment than the public-house, and the demand 
has created a supply. Open-air games, cheap 
travelling, cinematograph shows, museums and 
libraries have sprung up in an astonishing number 
of late years, and draw men, women and children 
to a more rational form of amusement. 

When we look at the chart of the National 
Drink Bill we observe that, as may be supposed, 
in years of depression, such as the first and last, 
the expenditure sinks ; but it is noteworthy that 
twenty-five years ago it did not sink so low per 
head as it did in 1909. Again, the high-water 
mark of these years was in 1899, but it is con¬ 
siderably less than the previous high-water mark of 
1876, which showed an expenditure of £5 js. 9 d. 
per head. There is no doubt that people are 
becoming more temperate. 

It must not be reckoned that the whole of these 
large sums is so much money thrown away which 
should have been spent on better things. We 
must keep in mind that over thirty-seven millions 
are paid by the trade into the national exchequer 


in excise and customs duties, a sum almost enough 
to pay our naval estimates of forty-two millions. 
About two million people are employed by the 
trade, and only about one third of the total sum 
spent might have been saved for better purposes. 

I know this calculation is not quite sound, 
because every pint of alcohol which is drunk in 
excess of what is wholesome tends towards disease 
and consequent loss of power, but it is well-nigh 
impossible to arrive at the sum of this indirect 
expenditure, although it should be taken into 
consideration. 

Police statistics are the best gauge of the 
prevalence of drunkenness. They vary according 
to (1) the laws, (2) the conduct of the police, and 
(3) the methods of making statistics. But the 
system has been fairly uniform, and, judging by the 
returns, we may congratulate ourselves on the fact 
that drunkenness is steadily declining. 

We have but to read the novels of a century ago 
to see the drunkenness prevalent in all ranks. 
Great social changes have brought about a better 
understanding between the classes, and as they 
understand each other better they influence each 
other more, and the example set by the leaders of 
society has been somewhat followed by those 
beneath them in social standing. The movement 
towards a refinement of the home and the restrain¬ 
ing of indulgence in the grosser appetites was greatly 
promoted by the influence of Queen Victoria's 
own household, and is upheld by our present Royal 
family. 

Mark the words of the King at the Convocation 
of York : “ The foundations of National glory are 
set in the homes of the people. They will only 
remain unshaken while the family life of our race 
and nation is strong and simple and pure.” 
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Apophysitis of the Os Calcis— J. W. Sever 
concludes that apophysitis of the os calcis is not 
an unusual condition. It may occur from muscle- 
strain in rapidly growing children ; less frequently 
from direct trauma. It never occurs after puberty. 
The treatment is rest and protection.— Med. Record , 
vol. lxxxi, No. 22. 
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A CLINICAL LECTURE 

ON 

A CASE OF SARCOMA CAUSING 
CHRONIC INTUSSUSCEPTION.* 

By D’ARCY POWER, F.R.C.S.Eng., 

Surgeon to and Lecturer on Surgery at St. Bartholomew’s 
Hospital. 


Gentlemen, —A clinical lecture may be made to 
serve many purposes. It is designed in the first 
place to draw your attention to the enormous 
wealth of clinical material which you have the 
opportunity of studying if you are diligent in 
frequenting the wards and the out-patient rooms of 
this hospital. I hardly think you make enough 
of your opportunities. You go into practice armed 
with the latest methods of scientific research, but 
there are very few of you nowadays who will be 
able to say, when a rare case comes under your 
observation in the future: “ Ah ! I remember 
seeing a similar condition when I was a student.” 
I make no apology, therefore, for bringing such a 
case under your notice to-day, because if you will 
not come to see it, the patient must be brought to 
see you. Here he is, a small boy, recently returned 
from our Convalescent Home at Swanley, where 
he has been for the last three weeks or more. 
He does not seem ill if you judge only by his 
facial appearance, for he looks ruddy and well- 
nourished, with a clean thin skin, through which 
the veins show a little more markedly than usual. 
He is, too, quite bright and alert mentally. But 
turn down the bedclothes, and an entirely diffe¬ 
rent picture is seen. His abdomen is greatly 
distended, and even through the abdominal walls 
you see that the distension is caused,by knobby 
masses. There is the scar of an operation wound 
in the right rectus muscle, and there is the scar of 
a second operation, situated on the chest-wall just 
inside the right nipple. 


* Delivered at St. Bartholomew’s Hospital. 
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Now the story of the boy is as follows : He was 
admitted into Rahere ward under the care of 
Dr. Howard Tooth on March 6th, 1912, on 
account of abdominal pain associated with increas¬ 
ing constipation, loss of appetite, wasting, and more 
recently vomiting. 

His mother says that he is set. 5^ years, and 
that he seemed to be well until the middle of 
January, when he had a cold from which he never 
properly recovered. He began to complain of 
pain in his stomach, and to vomit about the 
beginning of March, and for seven days his bowels 
were unrelieved. The vomiting lasted for a week, 
but the pain has been continuous. He was treated 
for a time by a doctor at home, and he was an out¬ 
patient at the Evelina Hospital for Sick Children 
for a fortnight. The vomiting re-commenced on 
March 1st and lasted until March 3rd, and during 
this time he was constipated. His mother thinks 
that he has been feverish all the time. He has 
lost his appetite, and has only been persuaded with 
difficulty to take a little bread and butter and cocoa. 
He has wasted a great deal. He sleeps well, but 
is awakened from time to time by attacks of pain. 

The father and mother are alive and well, and 
their family consists of three other children, who 
are healthy. The fathers mother and sister died 
of phthisis, but there is no history of consumption 
on the mother’s side. 

The child had measles when he was three years 
old, chickenpox at three and a half, whooping- 
cough at four years. 

It is noted on admission to the hospital that he 
was an intelligent boy, very thin, fair complexioned, 
with flushed cheeks, and long eyelashes. His eyes 
and ears were natural, tongue furred behind, teeth 
sound. Fauces injected, but otherwise natural. 
There were no enlarged lymphatic glands in his 
neck. Chest resonant, but the resonance not very 
good anywhere. The respiratory movements were 
not ample, but there were no added sounds. 

The abdomen was slightly distended, the recti 
were moderately on guard, and there was a general 
indefinite tenderness on pressure. Irregular peri¬ 
stalsis of the small intestines was visible through 
the abdominal walls and there was considerable 
gurgling and borborygmi. 

Temperature, 98° F.; pulse, 116; respirations, 
28; leucocytes, 7400; urine, sp. gr. 1018; sugar 
and albumen absent. Von Pirquet’s test negative. 


The patient was often found to be crying softly 
with pain whilst he was under observation in the 
hospital. The abdomen became more tumid 
between March 6th and 15th. He vomited re¬ 
peatedly, and only small evacuations were obtained 
after the use of enemata. I saw him for the first 
time on March 15th, diagnosed his case as one of 
tuberculous peritonitis—probably with some plastic 
effusion—and advised against any exploratory 
operation. At this time there was a small intra- 
peritoneal swelling beneath the lower third of the 
right rectus, which I thought was a caseating 
mesenteric gland. The administration of castor 
oil and a cold infusion of senna pods in the course 
of the following week was followed by the passage 
of large motions and much flatus, with correspond¬ 
ing relief, but he still suffered from attacks of pain 
which made him cry out from time to time. He 
vomited about once a day. On March 28th he 
was clearly losing ground, for he began to vomit 
more often and he had several attacks of acute 
abdominal pain. Much flatus came away after an 
enema, but the stool contained blood and shreds 
of mucus. He was accordingly transferred from 
the care of Dr. Tooth to Henry Ward that I might 
operate upon him. On March 29th I demonstrated 
him to the class working for the Final Fellowship 
Examination as a case of tuberculous peritonitis, in 
which for some reason or other the tuberculin test 
had proved negative. I discovered in the course 
of the examination that the tumour I had previously 
noticed had increased greatly in size, and had ex¬ 
tended upwards into the right hypochondrium. It 
was, therefore, without any very great surprise that 
on opening the abdomen and examining the swell¬ 
ing I found it was an ileo-colic intussusception. 
The greater part of the intussusception was reduced 
easily enough, but there remained an ileo-ileac 
portion which proved to be irreducible. The 
intestine was clamped above and below the irre¬ 
ducible portion, which was then excised. The cut 
ends of the intestine were closed with a purse-string 
suture of silk, the sero-muscular coat in each case 
being afterwards sutured with Lembert’s stitches. 
The operation was completed by anastomosing the 
ileum laterally to the ascending colon. There were 
several enlarged lymphatic glands at the jleo-caecal 
angle and these were removed with the bowel. 
The patient bore the operation well and his bowels 
were opened by a soap enema on April 2nd. 
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The specimen was sent up to the Museum un¬ 
opened as it seemed to be an excellent example of 
an irreducible intussusception treated by excision, 
and I thought no more about the matter until 
April 23rd, when Mr. Stathers—the dresser of the 
case—read out in his usual weekly note: “On 
inspecting the chest there is a lump just inside the 
right nipple. It is about the size of a walnut, and 
the skin over it is red and shining. The lump 
feels firm and the skin is attached to it, but it 
moves freely on the underlying tissues.” .Exami¬ 
nation showed that the swelling was probably sarco¬ 
matous, and on the following day it was removed 
with a wide margin of healthy tissue. The skin 
edges were brought together and healed by first 
intention. The tumour was sent to the Pathological 
Department, and in due course a report was 
received that “ the growth is a round-celled 
sarcoma.” 

This report naturally sent us back to the original 
specimen which had fortunately been preserved 
for the museum. It consists, as you see, of an 
inch of uninvaginated ileum and two inches of the 
large intestine, with the vermiform appendix. The 
ileum is invaginated into the caecum, and there is 
a rent in the caecum, which only extends through 
the peritoneal covering. The invaginated ileum 
is bound externally to the large intestine by 
numerous adhesions. On section the lower end 
of the ileum is seen to be surrounded by a mush¬ 
room-shaped tumour, measuring an inch and a 
half in its transverse diameter. The tumour in its 
original position lay about an inch and a half above 
the ileo-caecal valve. It has become invaginated 
together with the ileo-caecal valve into the caecum, 
and its mucous surface is ulcerated. Microscopical 
examination of the tumour shows it to be a round- 
celled sarcoma. 

This case presents many points of interest. Its 
extreme rarity is one feature, for in looking through 
the records of intussusception, I have only 
been able to find one similar case in which a 
sessile sarcoma of the intestine caused an ileo- 
caecal intussusception in a child—a condition not 
to be confused with malignant disease of the 
sigmoid and rectum, which is by no means an un¬ 
common cause of chronic intussusception in much 
older persons. The parallel case to this boy is 
recorded by Dr. Willy Meyer (‘ Annals of Surgery/ 
vol. xxviii, 1898, p. 260). The patient was a boy, 


set. 10 years, who came under treatment with 
symptoms indicating a chronic intestinal trouble in 
the ileo-caecal region. On opening the abdomen 
an intussusception of the ascending colon was found 
which had to be resected, as its reduction proved 
impossible. An examination of the piece of gut 
which had been resected revealed the presence of 
a sessile round-celled sarcoma. The patient made 
a good recovery from the operation, but numerous 
metastatic tumours subsequently developed in the 
abdomen, and the boy died ten weeks later. 

Mr. McAdam Eccles has published in the ‘ St. 
Bartholomew's Hospital Reports' (vols. xxviii, xxxiii, 
xxxvii, and xlvii) a very valuable summary of 
the 85 cases of intussusception which have been 
treated in the hospital from 1871 to 1911. One 
patient alone of those recorded in this series had 
a sarcoma associated with an intussusception. He 
was a man aet. 39 years (‘ St. Bartholomew's Hospital 
Reports,' vol. xlvii, 1911, p. 126, case No. 79), 
who was admitted in April, 1909, under the care 
of Dr. Herringham, suffering from attacks of pain 
and diarrhoea, which occurred at first with intervals 
of a week or so. These attacks had continued for 
five months, and the last one had lasted for six 
weeks. He had lost 2 \ stone in weight, but gained 
10 lb. after admission to Colston ward. Examina¬ 
tion of the abdomen showed that a fixed but not 
tender lump was present in the right iliac fossa. 
The abdomen was somewhat distended, and there 
was occasionally a partial intestinal obstruction. 
The patient was transferred to the care of Mr. C. B. 
Lockwood in May, 1909, who made an exploratory 
laparotomy, and found that the patient had an 
irreducible intussusception of the ileum. The 
bowel was resected, a lateral anastomosis was 
performed, and the patient made a good recovery. 
Subsequent examination showed that the growth 
was a myxo-sarcoma. There is no further history 
of the patient. 

The next point of interest to which I wish to 
draw your attention is the speedy recovery which 
was made by this delicate child from so serious an 
operation as excision of the bowel. I take no 
credit for this. It exemplifies the ordinary surgical 
rule, based upon experiment, that it is perfectly 
safe to excise and unite the bowel, if you have a 
moderate amount of surgical skill, when there are 
no active inflammatory prQcesses. Every-day ex¬ 
perience shows that this is the case, but every-day 
experience also shows that excision of the bowel is 
a deadly operation when it has to be done in cases 
of acute obstruction, and when the bowel is gan¬ 
grenous. In such cases I would advise you very 
strongly to do as little as possible. Cut away the 
dead tissue by all means and relieve the obstruc¬ 
tion, but leave an artificial anus, and do not try to 
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get a perfect anatomical result. When the inflam¬ 
matory processes have subsided there will be very 
little difficulty in closing the temporary opening. 
This point is well brought out in Mr. Eccles* table 
of cases of intussusception. In twelve acute in¬ 
tussusceptions where it was necessary to excise 
the bowel every patient died, whilst in six chronic 
cases of intussusception where the bowel was ex¬ 
cised only two patients died, and four recovered. 

You will notice the mistake we made in the 
diagnosis, for we thought that this chronic intussus¬ 
ception was a case of tuberculous peritonitis. I 
confess, without shame, that I do not know how to 
recognise a case of chronic intussusception when it is 
situated at the ileo-caecal region, for it is easy enough 
to diagnose the more common form of invagination 
of the descending colon or sigmoid flexure which is 
associated with malignant disease of the rectum. 
But when an invagination is situated high up in the 
bowel the condition is so rare, the symptoms are* 
so slight and so long continued, and the abdominal 
conditions are so obscure, that it is easy to fall into 
error. The increasing size of the tumour, its situa¬ 
tion, the recurrent attacks of pain, the absence of 
any marked oscillations in the temperature, the 
negative tuberculin test, and the general well-being 
of the child might have given a clue to the real con¬ 
dition. An earlier operation would not have re¬ 
moved a necessity for excision of the bowel, whilst 
if the case had really been one of tuberculous peri¬ 
tonitis very little advantage would have been gained, 
and much harm might have been done by an explo¬ 
ratory laparotomy. I stayed my hand, therefore, as 
long as possible, and it was only when the child pre¬ 
sented signs of ulceration of the bowel, in addition 
to a painful obstruction, that I thought it necessary 
to open his abdomen. 

The condition of the child as you see him to-day 
on his return from the Swanley Convalescent Home 
is that he weighs the same as he did when he left 
us, viz. 2 st. 8 lb. He is fat and well with rosy 
cheeks. His tongue is moist and fairly clean. 
There is a scar over the right nipple measuring 
three inches in length. It is quite healed and 
there is no sign of recurrence. The abdomen as a 
whole is not distended, but it shows a distinct 
fulness on the right of the umbilicus, where there 
is a scar two and a half inches long with a dis¬ 
charging sinus in its centre. The whole of the 
right iliac region is dull on percussion, the dulness 
extending across the middle line below the umbili¬ 
cus. On palpation this region is felt to be occupied 
by a swelling with ill-defined edges. The swelling 
appears to be solid and is fixed to the deeper 
structures. The whole area is rather tender. A 
probe passed into the sinus goes directly downwards 
for two inches and a half. The discharge is faecal. 
The liver is not palpable and no sarcomatous 
nodules can be felt anywhere in the body. 

July 1st, IQI2. 


ON POINTS OF PRACTICAL 
IMPORTANCE IN SOME COMMON 
AFFECTIONS OF THE NOSE 
AND THROAT. 

A Clinical Lecture delivered at the West London Hospital 
Post-Graduate College. 

By H. J. DAVIS, M.A., M.B.Cantab., 
F.R.C.P.Lond., 

Physician in Charge of Throat and Ear Departments, 
West London Hospital. 


Gentlemen, —With the time at my disposal I can 
touch only briefly on certain points of practical 
importance relating to some common affections of 
the nose and throat. It is essential first to realise 
that it is almost impossible for any disease or gross 
lesion to exist or occur in the nose without the 
pharynx, and possibly the larynx, being secondarily 
affected ; and unless attention is directed to the 
primary seat of trouble, it is useless to attempt to 
cure the patient by treating the throat alone, 
although this may be the only part of the air- 
passages to which the patient refers his troubles ; 
and although this seems obvious, it is not an 
infrequent error to omit to make a thorough 
examination, or even an examination at all of the 
nasal cavities, merely because the patient makes no 
reference to this himself. 

Take a simple case: a patient complains of a 
sore throat. He has had it for months, perhaps 
years, and he will tell you that he has tried 
lozenges and gargles, and that nothing does him 
any good. His voice is somewhat hoarse, and 
first thing in the morning he coughs up black 
pellets of phlegm; after a meal the throat feels 
easy, but before the next meal it is stiff again. 
Painting the throat relieves him, but it does not 
cure him. Examine the throat : you find all the 
typical signs of chronic pharyngitis, the pharyngeal 
mucous membrane red and patchy, with possibly 
dilated vessels plainly visible on the surface. 
Examine the nose: you detect, perhaps, enlarge¬ 
ment or puffiness of the inferior turbinal bones, 
possibly a deviation of the septum, against which 
the hypertrophied inferior turbinal comes into 
contact; at all events, you detect enough abnor¬ 
mality in the nose to produce nasal obstruction. 
What, then, is the diagnosis ? Chronic pharyngitis, 
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secondary to nasal obstruction. What is the 
treatment ? Correct the obstruction, and the 
throat will get well of itself. This is a common 
every-day experience. Take another case. The 
patient is probably a young woman complaining 
of stiffness and dryness of the throat. You 
examine the nose : you do not find it blocked, 
but very much the other way; the nasal cavities 
are unduly patent; nasal respiration is free, but 
much too free ; the air passing through the cavi¬ 
ties has not time to get warmed and moistened, 
hence it impinges on the posterior wall of the 
naso-pharynx, producing the symptoms of which 
the patient complains. The proper treatment in 
each of these cases is to attend and treat the 
cause of the pharyngitis, which is in the nasal 
cavities. Then, and then only, will the patients 
improve. 

Pharyngitis of the chronic variety may originate 
in a variety of ways—smoking too much, eating 
too much, improper use of the voice, dyspepsia, 
etc., and in women pelvic troubles; and in these 
cases the appearance of the pharynx is merely an 
indication of a general condition precisely as a 
furred tongue is an indication of disorders of the 
gastro-intestinal tract, and therefore often cured j 
by a visit to Ems, Harrogate, and other well- 
known spas. So in all these cases seeking for 
relief careful investigation must be made as to 
the cause of the pharyngitis, and the case treated 
accordingly. 

Take another simple case, “irritability of the 
throat,” associated with, and perhaps caused by, a 
pendulous cedematous uvula and lolling on the base 
of the tongue. Elongation of the uvula is a symptom, 
and a result of nasal obstruction—not always so, 
but often so. Treat the nasal condition and you 
will find that the uvula shortens of itself. 

And now one more example. I saw in the out¬ 
patient department this afternoon a young woman 
with loss of voice, chronic cough and emaciation. 
This had continued for six months; she had been 
treated at various places with no result, and came 
up to the department “ labelled ” as tubercular 
laryngitis. The vocal cords were red, and the 
entire larynx was congested, but the condition bore 
no resemblance to tuberculosis of the* larynx; it 
was plain that the cause was elsewhere. On 
examining the nose pus was detected trickling 
over the inferior turbinal. Transillumination of 


_ i 

the sinuses pointed definitely to affection of the 
maxillary antrum. A trocar was passed intra-nasally 
into the antrum, and air forcibly syringed through : 
more pus was seen in the nose. The cavity was 
irrigated, showing conclusive evidence of an 
empyema of the cavity. What is the diagnosis ? 
Secondary infection of the larynx, following sup¬ 
puration in the nose. The air passing through the 
nose is contaminated in its passage, producing a 
septic laryngitis, and what is the treatment? Not 
to paint the cords and give inhalations as had been 
done for several months, but to open and drain 
j the sinus into the nose. I have little doubt that 
this patient will be well in a month. 

A very common form of nasal obstruction of 
which patients complain is one to which the term 
turbinal varix has been applied. The symptoms 
are that when lying down on the side the upper" 
most nostril suddenly clears, and the one nearer 
the pillow becomes obstructed; on turning over, 
the nostril which was clear becomes obstructed 
and the other one feels clear ; occasionally both are 
obstructed at the same time, and this obstruction, 
to commence with, is of a temporary nature, and 
it can be readily cured, not by lotions, which will 
| only relieve the symptoms, but by cauterising the 
inferior turbinal, the body at fault, with chromic or 
trichloracetic acid crystals, or better still, after 
cocainisation, making three cuts along the septal 
side of the turbinal with the cautery. This takes 
fourteen days to heal, but the mucous membrane 
will be, so to say, anchored down to the spongy 
bone, and it cannot swell up again, as it is incap¬ 
able of swelling. This little operation may have 
to be repeated a few years later should symptoms 
return. 

Turbinal varix, if unrelieved, may lead to hyper¬ 
trophy of the mucous membrane from chronic 
congestion, chronic hypertrophic rhinitis, the con¬ 
verse of atrophic rhinitis, or “ozaena” as it is wrongly 
called. The patient has an invariable cold in his 
head, he cannot breathe, he is always blowing his 
nose to clear it, and he wakes up in the morning 
with a dull heavy feeling and a dry furred tongue, 
owing to the passage of air backwards and forwards 
over his tongue during the night; an alkaline 
lotion will relieve the hypersecretion of mucus, 
and cauterisation or removal of the anterior end or 
posterior end, or perhaps both ends of the inferior 
turbinal, may be necessary before the patient is 
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relieved. Complete turbinectomy is rarely prac¬ 
tised now for many reasons. The turbinal body 
must be of some use or it would not be there, and 
it has been shown that undue patency of a nostril 
is often productive of other symptoms later on, 
such as dryness of the throat and loss of voice. 
This can be avoided by merely removing the parts 
of the turbinal body causing the obstruction, leav¬ 
ing the central part alone. This operation is 
performed either with cutting nasal forceps or a 
snare, or a combination of the two. I have known 
severe secondary haemorrhage follow this little 
operation ten days after it was performed, and 
practically it may be remembered that operation 
wounds in the throat take a week to heal, whereas 
operation wounds in the nose take twice as long, 
u <?. fourteen days, and precautions must be taken 
accordingly. “ Spurs ” occasionally produce symp¬ 
toms in the nose, and when this is so they can be 
removed ; at one time this was done, and can still 
be done, by either sawing ofif the excrescence with 
a Bosworth’s saw, or easier still, by means of a 
“ spokeshave,” an instrument designed to remove 
the entire turbinal. Remember that spurs are due 
to proliferation of cartilage at the junction of the 
cartilaginous septum with the two bones, vomer 
and ethmoid, which assist to form the septum, and 
that as the articulation is oblique, so the spur ex¬ 
tending the whole length of the articulation is 
oblique. When viewed from in front, i. e. “on 
end,” it appears as an excrescence simply. Since 
the operation for submucous resection of the septum 
has been in vogue, most of these spur deformi¬ 
ties, which are invariably associated with deviations 
of the septum, are corrected at the time that 
the quadrilateral cartilage is resected. I do not 
wish to imply that all spurs require removal—far 
from it—and it is a common occurence to see spurs 
oblique and otherwise present in nasal cavities 
without giving rise to the slightest symptoms. 

The objection to sawing off excrescences or using 
a spokeshave in these cases is that the nasal 
mucous membrane is stripped off at the same time, 
and as nasal mucous membrane is invaluable to 
everybody the less this is damaged the better. 
This is obvious, and what I have pointed out applies 
to all operations on the nose of whatever kind. 

Enlargement of the posterior ends of the 
inferior turbinals is a common form of nasal obstruc¬ 
tion. The symptoms to which this often gives rise 


is a nipping over the bridge of the nose. The 
enlargements can be seen plainly with a post-nasal 
reflector; in colour they are grey and sometimes 
almost polypoid. These are termed moriform 
bodies. The simplest method of removing them 
is by means of a cold snare. It is unnecessary to 
pass the finger behind the palate to engage the 
wire in the redundant tissue, but the wire, if suit¬ 
ably bent and adjusted, can be passed along the 
inferior meatus, the body ensnared and drawn 
out through the nose. Haemorrhage is often free, 
owing to the vascularity of the parts. 

These swellings are sometimes so large as to be 
mistaken for nasal polypi protruding into the 
naso-pharynx, but their appearance in a post-nasal 
mirror is typical. 

The next commonest cause of nasal obstruction 
is the presence of adenoids. They grow from the 
base of the sphenoid, from the lateral walls of the 
pharynx and the Eustachian tube. It does not 
follow that every case of adenoids has nasal ob¬ 
struction, for some patients may have symptoms 
referable to the ear alone. If a large space exists 
between the naso-pharynx and the palate a small 
growth of adenoids will not block the nose. That 
is why some patients with adenoids do not com¬ 
plain of their nose being obstructed, but they will 
say to you, “ I am always getting cold.” You will 
find adenoids in people from a year old up to forty 
or fifty. One old lady had them removed at sixty- 
five. The older the adenoids are the harder they 
become, and if not perfectly removed a recurrence 
will take place. Do not think that because a child 
happens to have his nose blocked that therefore it 
must have adenoids and that only. The mother 
may tell you that her child has had adenoids re¬ 
moved and has been no better since the operation, 
and on examining the child you may find that it 
has a deflected septum or some obstruction in front, 
such as collapse of the wings of the nose. A 
foreign body may be there. Children very often 
put things up their nose, and when there is a foreign 
body in the nose, in nine cases out of ten it gives 
rise to a unilateral discharge. A bilateral dis¬ 
charge does not exclude a foreign body. But the 
commonest cause of nasal disease in children after 
the removal of adenoids is that an obstruction has 
been left anteriorly. At the same time that the 
adenoids were removed this obstruction should 
also have been corrected. 
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Do adenoids ever become inflamed ? Yes, just 
as the tonsil does when tonsillitis occurs. Some¬ 
times when you examine children suffering from a 
cold you find that they have a large mass of ade¬ 
noids, and if you see these children a short time 
afterwards and the cold is gone, the adenoids have 
almost disappeared. 

Follicular adenitis is another throat trouble 
which occurs, and adenoids may also get infected 
with tubercle. 

By adenoid growth you mean hypertrophy of 
the normal tissue of the part. Waldeyer’s ring is 
a name given to a ring of lymphatic tissue con¬ 
necting the pharyngeal tonsil, the two lingual tonsils, 
and the two faucial tonsils. 

One word about lingual tonsillitis. You have 
all met with cases of globus hystericus, where a 
woman fancies she has a “lump in the throat,” and 
it is put down simply to imagination. It is not 
imagination in all cases. In some you will find 
the lingual tonsils very much enlarged. In cases 
of secondary syphilis I have seen the tonsils 
enormous. These patients also have attacks of 
tonsillitis. Occasionally the lingual tonsils have to 
be removed by means of the lingual tonsil guillo¬ 
tine. The instrument will not cut off a piece of 
lingual tonsil unless it is large enough to be 
removed by engaging in the tonsillotome ring. 

We next come to the faucial tonsils. There is 
a great deal being talked now about enucleation 
of the faucial tonsils. It is a most excellent 
thing to do if the tonsillar tissue is diseased. 
But I do not know whether the whole of the tonsil 
should be removed any more than the whole of 
your toe should be removed because there is 
something wrong with the nail. Usually, if you 
remove the redundant portion of the tonsil, the 
remaining tissue* cicatrises up, and you practically 
cure the patient. If the tonsil has repeated attacks 
of inflammation, and the anterior pillar becomes 
adherent to the tonsil, it is better to separate 
the anterior adhesions before applying the guillo¬ 
tine. If the tonsils are flat, and will not engage 
in the guillotine, then the best plan, I think, is 
to enucleate them. They bleed profusely some¬ 
times. I find the simpler the operation the better. 
If the disease happens to return enucleation can 
always be done, but it seems to be absolutely 
necessary only in the minority of cases. That is 
the feeling in this country. 

This other instrument I am showing you is a 
tonsil punch, of Dutch pattern. It is a very heavy 


one. One advantage of it is that if you are 
operating on anybody above puberty cutting-off of 
the tonsil is apt to cause haemorrhage, whereas if 
crushed through haemorrhage is less likely to occur. 

The operation is much easier to do when the 
patient is sitting up. 

Adenoid curettes are made of different kinds 
and shapes. Here is one to fit the pharynx. 
Here is a flat one. Here is a Beekman’s curette 
which, as a rule, has a cage to it. It leaves tags if 
you use it with a cage, but not if you use it with¬ 
out. The simpler the instrument, the better. 
Here is a Fein’s curette, designed for removing 
adenoids in patients who are sitting upright 
Another instrument I have brought here is 
Passow’s guillotine, which is used in Berlin. It is 
not very easy to operate with unless held properly. 

One other word about removal of the tonsils. 
Supposing they are small and flat, and not easily 
secured, grasp the tonsil with serrated forceps, then 
draw upon it and close the blade of the 
tonsillotome. The only danger is that you may 
pull the pillars of the fauces forwards and cut 
them, and so cause haemorrhage by severing a 
vessel. This usually happens to the posterior 
pillar. 

If you do get haemorrhage, do not waste 
time in applying a cautery or chromic acid. The 
best thing is to give the patient an injection of 
morphia, a quarter of a grain ; that will stop the 
bleeding. Then take a pair of forceps and fix the 
ends of the bleeding vessel. You cannot see the 
vessel so long as the mouth is full of blood. 

In removing the tonsils under local anaesthesia, 
cocainise the patient with a solution of 20 per cent, 
cocaine on a piece of cotton-wool. Rub the cocaine 
on the tonsil, but do not cocaine the b^ck of the 
pharynx. If you apply cocaine over the whole 
throat you will anaesthetise the whole throat, and 
when the instrument touches the back of the pharynx 
the patient does not feel it and does not gag, which 
is what you wish him to do. But when the pharynx 
is not anaesthetised, and the instrument touches 
the posterior pharyngeal wall, the patient gags and 
the tonsils engage themselves in the ring and then 
the blade is closed. Remember that the tonsils 
have a dependant portion which is not always 
visible unless the tongue is forcibly depressed, and 
if you simply apply the instrument to the tonsil and 
close the blade you leave a portion of the tonsil 
unremoved, whereas if you thread the tonsil into 
the ring you remove the whole of it, often with its 
capsule entire. This last method of enucleating 
tonsils with the guillotine is termed Sluder’s method 
in recognition of the American specialist who 
described the operation. There are many modifi¬ 
cations of this practised, and it does not matter 
which method is employed as long as the operation 
is complete and properly performed. 

July I st t 1912. 
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MODERN LIQUOR LAWS AND 
ALCOHOLIC HABITS.* 

By F. M. SANDWITH, M.D., F.R.C.P., 

Gresham Professor of Physic. 


Lfxture III. 

Laws* are, to a certain extent, the approved ex 
pression of public opinion, and although we have 
reason to complain that public opinion is in favour 
of too great leniency towards drunkenness, it has 
imposed such laws on the community as have been 
found necessary to promote public order. 

I have already pointed out how these laws arose 
and became extended, how impotent they proved 
to be when they exceeded either in laxity or 
severity, and how the promoters of such laws 
gradually learnt the lesson that they could only 
legislate with any hope of success when they bad 
the weight of public opinion at their backs. 

In the early years of Queen Victoria’s reign 
drunkenness was still exceedingly prevalent, and a 
condition of intemperance existed among the poor 
and even among the comparatively well-to-do 
which it is hard to picture in these more temperate 
days. You have but to read the adventures of our 
good friend Mr. Pickwick and of many of the 
characters in Thackeray's sketches and novels to 
see that excessive drinking was by no means con¬ 
fined to the poorer classes, but was considered the 
natural ending of almost any entertainment or 
jollification. 

Whatever the capacity of English drinkers may 
be now, it is hardly a matter to boast of, but the 
stories of about a hundred years ago speak of an 
extraordinary power of drink among better class 
people. Dr. Farre gives as an instance the case of 
a chairman of a well-known drinking club, who, as 
a hale and hearty man of eighty, still drank his pint 
of brandy and six glasses of Madeira each day, 
while he speaks of another man who drank three 
or four pints of gin daily, and had been known to 
drink seventy-two glasses of the spirit right off 44 to 
show what he could do.” -In 1838 Mr. Mark 
Moore set a watch to count the total number of 
personsentering fourteen different public-houses in 
one week in London. The total number was over 
a quarter of a million, 269,437 people, including 
* Four Gresh-am Lectures. 


1 °8,593 women and 18,391 children. You will 
notice that the women and children supplied nearly 
half of the customers. 

Let me briefly enumerate the principal changes 
in the liquor laws since 1839, which chiefly con- 
! cern the conditions imposed on licence-holders. 
Since that year public-houses are required to be 
closed from midnight on Saturday till midday on 
Sunday, and this Act has had a salutary effect on 
| public order and on the home. Most wages are 
paid on Saturday, and it was no unusual thing 
before 1839 to find the family wage squandered by 
j an all-night sitting in the pot-house, whilst the 
1 scenes of uproarious disorder in the early hours of 
Sunday were notorious, men, women, and little 
I children joining in these horrible revels. Since 
! 1869 there has been a strong movement towards 
restricting the number of licensed houses. At first 
j the non-renewal of the licences was confined to 
badly kept houses, but as this did not satisfy the 
temperance reformers there was a further outcry to 
j restrict superfluous houses. When this was done 
it was felt to be a great injustice to many orderly 
and decent publicans, and in 1904 the principle of 
; compensation was adopted, which has greatly 
' hastened the restriction of the numbers. 

In 1732 there was, in London, one public-house 
to every 47 persons; in 1831 this had been 
reduced to one to every 168 persons ; and in 1909 
it had further shrunk to one to every 375 persons. 
But it has been shown Over and over again that 
I there is little connection between the number of 
licensed public-houses and drunkenness. In Scot¬ 
land, for instance, there is more excessive drinking 
j than in England, but there are fewer public-houses 
in proportion to the population. When people 
want to drink they manage to get what they want, 
j in spite of fewer facilities for doing so. 

1 Whilst the number of public-houses in England 
j has diminished, there has been a steady increase in 
the number of clubs licensed to sell intoxicants. 
Since 1902 they have come under some control by 
being registered, but it is unfortunate that they 
I have no closing hours, and the police have no right 
! of entry. A large number have been struck off 
i the register after they had been proceeded against 
| for infringement of the law. 

In i860 and 1861 Acts were passed granting 
licenses to shopkeepers and spirit-dealers for the 
sale of wine and spirits off the premises. These 
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“grocers’ licences ” have been of doubtful value. 
They were intended to tempt people away from 
public-houses, but legislators appeared to confuse 
cause and effect. Drinking at home is more 
dangerous than drinking in public, where the 
watchful barman keeps an eye on the toper and 
where public opinion may help to keep a man 
straight. Facilities for home consumption have led 
to much quiet soaking in spirits, the evil effects of 
which are worse than those following the occasional 
drunken fit of the frequenter of the public-house. 

Legislation to guard children from drink began 
in 1872, when the sale of spirits for persons under 
sixteen years of age was forbidden. In 1886 the 
sale of spirits for consumption on the premises was 
prohibited to persons under thirteen, in 1901 the 
sale of spirits for consumption off the premises, 
except in sealed bottles, was forbidden to persons 
under fourteen. 'This is known as the Child 
Messenger Act. Finally, since 1909, all children 
under fourteen are excluded from public houses, 
and although it is a pitiful sight to see little 
children waiting on the doorsteps of public-houses, 
often up till midnight, one's belief in human nature 
leads one to think that the better mothers at least 
must be influenced, by that very sight, to take 
their little ones home, instead of, as in former days, 
going with them into the tap-room, where, in 
perfect good faith, their ignorance often led them 
to soothe the poor tired babies by poisoning them 
with alcohol. 

All legislation for children show’s the influence 
of public opinion, and this may be said of all the 
rules to which publicans and the public must 
submit. It is prohibited to sell intoxicating liquor 
to drunken people, or to habitual drunkards, or to 
permit drunkenness or disorder, to supply liquor 
to a constable on duty, to bribe a constable, to 
permit betting or gambling, to allow the payment 
of wages on public-house premises, and to adulte¬ 
rate drinks. The police have the right of entry for 
purposes of preventing or detecting breaches of the 
law, and heavy fines are incurred for offences under 
the provision. The law has the liquor traffic well 
in hand; public houses are generally very well 
conducted places, for it is not to the interest of the 
publican to have them otherwise; public opinion 
approves of the laws, and there is a steady and 
progressive improvement in the trade. 

And yet, in spite of a steady growth of popular 
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1 sentiment in favour of temperate drinking, there 
I are forces which are constantly checking the 
1 progress some of us have at heart, and these forces 
are often so indirect in their effect, that they need 
to be exposed before w r e realise them. 

To begin at the beginning, we have seen how 
| the law does its best to check intemperance in 
| young people by making it very difficult for them 
to purchase drink. This is as far as the law can 
go; the rest must be done by education in the 
; home; and yet I have no hesitation in saying that 
t in thousands of excellent, well-conducted homes, 

I ’ 

I there is a constant indulgence of childrens 
appetites, which exactly reverses the lessons of self- 
restraint and self-denial, which should influence 
the youth when the temptations of adult life arise. 

! In that excellent little- book, ‘ Mothers and Sons/ 

I by Canon Lyttelton, headmaster of Eton, a whole 
' chapter is devoted to the question of food. Food, 

1 as he points out, is to a healthy young person both 
| a necessity and an enjoyment, but to many of our 
boys and girls it has become almost an unhealthy 
! craving to satisfy their gluttony, by over-feeding at 
1 meals, and by pampering their greed by perpetually 
sucking sweets between meals. “ Young boys.” 

I says Mr. Lyttelton, “have been protected with 
! scrupulous care against one species of bodily 
j indulgence, while gluttony has been allowed to 
| continue almost unchecked. . . . The will of some 
* of them is feebly developed ; why ? Simply because 
the idea of restraining their bodily appetites has 
I never for one moment entered their heads. . . . 

| Be the struggle” (when the temptations of adult 
I life come to them), “severe or light, the vast 
' majority enter upon it weighted by previous self- 
indulgence.” 

The taste for sweetmeats and cakes will probably 
diminish as the girls and boys become women and. 
men, but their pandered appetites, and the habit 
of indulging them, remain, and drugs and alcohol 
may, not infrequently, take the place of the sweet- 
stuff*. Over-indulgence in any one form is apt to 
weaken the general resistive power of the individual. 

But, it may be argued, is there not in some 
young people an inherited taint, a predisposition 
to alcoholism with which they have come into the 
world, and which handicaps them at the very start ? 
Opinions are very divided on this point, and the 
question is receiving very careful attention at the 
hands of experts. 
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Till within recent years we have been too ready 
to accept the theory of heredity to explain family 
tendencies, but modern research has caused us to 
abandon these theories in many instances. 

As regards alcoholism, the facts are very difficult, 
and lend themselves to many interpretations. To 
begin with a side issue, alcoholic parents create a 
home atmosphere which must have the strongest 
and most detrimental influence on the child. If 
both parents drink this is, of course, worse, the 
poverty, filth and want of proper food and general 
wretchedness of the typical drunkard's home | 
leading*almost inevitably to the offspring seeking , 
the same form of degrading pleasure they have 
witnessed in their elders. If only one parent 
drinks, the remaining partner may counteract this 
tendency, but the very fact of familiarising the 
child with drink acts as an inducement towards 
intemperance. But this is only the effect of drink 
on surroundings. 

As regards a directly inherited tendency, there 
is no doubt that the habitual drunkard begets 
children of an unstable, mental, nervous tempera¬ 
ment ; and, again, people of an unstable nervous 
temperament beget children who easily take to 
drink. The children of drunkards are peculiarly 
susceptible to alcoholic poisoning, and a dose of 
alcohol which would have no appreciable effect on 
a normal person will readily intoxicate them. It 
is said that nearly half the chronic drunkards are 
the children of drunkards, but those who have an 
inherited taint of the kind should console them¬ 
selves with the fact that such a taint can and must 
be eliminated in the process of time. If it were 
not so, few of us would escape, considering the 
alcoholic habits of most of our ancestors. 

But whether the inherited tendency to alcohol 
is only an inherited instability of mind, a want of 
will-power which leads to this or other forms of 
intemperate indulgence, or whether there is a 
direct craving for alcohol in the offspring which 
must be gratified, is a point where opinions are 
divided. To settle this question in any individual 
case it is necessary to find out which came first, 
alcoholism or the child. If the child was first, 
we may definitely say that the hysteria, convulsions 
or general neurotic condition of the child is due, 
not to the toxic effect of alcohol, but to the want 
of mental stability of the parent. The belief in 
the doctrine of a hereditary craving for alcohol 


has not been scientifically proved, and is a 
dangerous doctrine to preach. It is a doctrine of 
irresponsibility and leads to untold mischief. The 
following letter, quoted by Dr. Shadwell, was 
written • by a miserable youth who ended a career 
of crime and every form of self-indulgence by 
murdering an old woman for her money. It is 
practically an appeal for sympathy, and illustrates 
the attitude of mind which shelves responsibility 
from the individual to circumstances. 

“ It looks to me/’ he writes, “ as I am born 
unlucky, for I have never been able to get on. 
I have had good chances in my life, but that 
cursed drink has been my downfall, and I hope 
the other boys will not make it a practice to 
spend their time in the public-house, but do as you 
! bid them.” 

Here you see the effect of the doctrine, too often 
preached, that drink is a malady for which the 
individual is hardly more than an unfortunate 
victim. He was “ born unlucky,” though even he 
admits he had fair chances. It does not occur to 
him that he, and probably he alone, is to blame 
from first to last. 

A statistical investigation was carried out in 
1910 in the Eugenics Laboratory of the London 
University by Miss E. M. Elderton and Professor 
Karl Pearson, which had as its object <c to measure 
the effect of alcoholism in the parents on the 
health, physique, and intelligence of their offspring,” 
whether by toxic or environmental influence, 
excluding the transmission of defective character. 
For this purpose about 3000 male and female 
subjects were chosen from orphan schools, where 
the children were, of course, removed from the 
contact of alcoholic surroundings and influence. 
The inquiries made were very thorough, though 
the scope of investigation was not large enough, 
but the results of the inquiry were so extra¬ 
ordinary and so exactly contradictory to all 
previous teaching and convictions that they have 
raised a perfect storm of controversy and much 
anger among the extreme temperance reformers. 

: Their general conclusions were as follows—that 
“ no marked relation has been found between the 
intelligence, physique, or disease of the offspring 
and parental alcoholism in any of the categories 
investigated." 

They stated that there is a “ higher death-rate in 
alcoholic than in sober families, which is more 
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marked in cases where the mother is alcoholic 
than where the father is so, but as alcoholic 
parents are more fertile, the net result of families 
is about equal. The height and weight of children 
of alcoholic stock are slightly greater than those of 
the average child, but when corrected for age, 
are slightly less; the general health of these 
alcoholic children is slightly better, markedly so 
in regard to tuberculosis and epilepsy; parental 
alcoholism is not the source of mental defect in 
children; there is no perceptible relation between 
parental alcholism and filial intelligence.” 

As I have said, the scope of the inquiry is 
obviously too narrow. If the average taken is 
that of the children in the orphanages, it must be 
remembered that the majority of such children 
would certainly be the offspring of weaklings, the 
wrecks of society, and therefore their standard of 
intelligence and physique would be low. On the 
other hand, those children who have drifted there 
owing to the intemperance of their parents, may 
come originally of stronger physical and even 
mental stock, whose moral character may be the 
chief cause of their alcoholism and consequent 
incompetence to provide for their offspring. 

Some experiments have been made on animals 
who have been fed on alcohol, and Professor 
Laitinen states that the result of such experiments 
proves that alcoholic animals had a larger number 
of young, but that the young were weaker than the 
normal; much further research is needed in this 
direction. 

The whole question is at present a tangle of 
facts, preconceived notions and side issues, from 
which it is very difficult to draw any certain 
conclusions. To quote from the 1 Eugenics 
Laboratory Memoir/ No. 10 : “ Alcoholism in the 
parent may, like insanity, be the somatic mark of a 
defective germ-plasm in the stock. The child is 
defective not because the parent is alcoholic, but 
because it is the product, like the parent, of a 
defective germ-plasm. The child may be mentally 
and physically fit, and yet, when adult, exhibit 
alcoholic tendencies.” 

At present it has been impossible to prove 
defect in the child due to alcoholic poisoning in 
the parent, without any other contributing factor, 
such as environment, pre-natal iil-nourishment or 
degeneration of stock. Until this can be proved, 
not in one instance, but in many, we must reserve 


our judgment and refrain from preaching doctrines 
which may have a dangerous, demoralising result. 

Yet, so long as our knowledge remains uncertain, 
we should advocate one course always to the 
child of an alcoholic, and that is, total abstinence 
from all alcoholic drinks ; because, whether by an 
inherited nervous instability, or, as some would 
have us believe, by definite inherited poisoning, 
he is not able to resist the toxic effect of the 
drug as the normal person can, and therefore 
absolute avoidance is his only rational course. 

There is no doubt that doctors, in the past, have 
often been the indirect cause of intemperance, 
through wrong, or carelessly given advice. When 
alcohol is prescribed it should be given as a 
medicine, in a measured quantity, at specialised 
intervals, to be continued until some definite stage 
of convalescence is reached. I have already 
alluded to the fact that doctors formerly prescribed 
alcohol much more frequently, and in much larger 
dozes, than they do now. But to this day many 
doctors are, to say the least of it, guilty of care¬ 
lessness in their methods of advice as regards 
alcohol. 

It is interesting to examine the causes assigned 
by patients themselves in inebriate homes, which 
have led them to their present condition of 
alcoholism. Some of these must certainly be 
regarded as excuses, but others have very definite 
facts which prove the reasons given, and in too 
many cases the cause has been traced to the use of 
alcohol prescribed for illness or for insomnia. In 
the case of naturally neurotic people the danger is 
greater than in those with healthier nervous organ¬ 
isations, and special care should be taken to avoid 
any excuse for excess. In some instances the 
illness which called for the use of alcohol was 
acute and febrile in nature, but the patients, 
instead of stopping the drug at the end of the acute 
stage, continued it well into convalescence, prob¬ 
ably without the knowledge of the doctor, until it 
became a habit from which they had not the 
strength of mind to break themselves. 

Alcohol can be given in large doses during the 
febrile stage of a disease, but when it is only taken 
during that time the effect is rather to create a 
distaste for that particular form of alcohol. When 
its use is indefinitely continued, the patients 
get into the habit of relying upon the drug as a 
sedative or narcotic, and then they very readily 
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turn to it as a cure for all mental or physical dis¬ 
tress, and fail to realise that the effects are fugitive, 
the final results negative, and that it has to be 
taken in increasing doses to have any effect at all. 

Even more dangerous than in acute diseases is 
the use of alcohol in chronic or recurring suffering. 
A very large proportion of drunkenness in women 
is traced to the natural depression and pain to 
which they are periodically subject, and for which 
friends, and even some doctors, prescribe hot gin 
and water. 

It cannot be too much insisted upon that alcohol 
is a very potent, and often a dangerous drug, which 
should never be considered the treatment for all 
sorts and kinds of disease. Sir Lauder Brunton 
advises every doctor, not only to write down the 
exact amount of alcohol prescribed, and the length 
of time for which it is to be continued, but also to 
keep a copy of what he has ordered, so that the 
patient may not be able to shelter himself from the 
remonstrances of his friends by declaring that he 
is only following the doctor’s orders. 

It is a common belief that alcohol is a legitimate 
nightcap, which helps people to a good night’s rest. 
But it has come to be realised that alcohol is one 
of the hypnotic drugs, which, like other drugs of its 
class, loses its sedative action with repetition, so 
that it requires to be taken in increasing doses. 
When the dose which has become necessary to 
induce sleep has become too large to be properly 
absorbed by the blood, it leads to early waking, 
thus actually shortening the night’s sleep, whilst it 
causes the sleep to be unrefreshing. Many people 
who poison themselves every night with alcohol 
are utterly unconscious of the fact that they have 
become the subjects of moderate alcoholism. 

A blow on the head, or sunstroke, may ultimately 
cause a perfectly sober man to become as suscep¬ 
tible to alcoholic poisoning as the offspring of a 
drunkard or a neurotic. The case of a man is 
quoted who had two successive falls on his head 
when out hunting within a period of three months. 
After the second fall he became subject to uncon¬ 
trollable craving for drink, which he had not the 
will-power to resist, to which he succumbed, and 
which invariably led to an attack of epilepsy. 
These drunken bouts occurred every few months. 

The influence of occupation on intemperance is 
well marked. Seaports stand at the head of the 
list for drunkenness, and sailors are particularly 


given to bouts of drink when they come ashore to 
| enjoy themselves, after long spells of abstemious 
! hard work, with their pockets full of money. Hard 
upon the seaports follow the mining districts, 
especially Northumberland, Durham and Glamor¬ 
gan, with their heavy lists of convictions owing to 
drink. The miner’s occupation tends to drinking, 
and the high wage he receives enables him to 
gratify his desires. His life is hard and cheerless, 
and there are few educational influences in it to 
show him nobler methods of enjoyment. 

At the bottom of the list stand the agricultural 
counties, where drinking is very much less prevalent 
among the men and almost non-existent among 
women. 

Men whose occupation necessarily exposes them 
to bad weather, or those who do night work, are 
more liable to exceed in drink than others, because 
they are in the habit of taking spirits to cheer 
themselves up ; cooks and laundry-workers are the 
w'orst female drinkers, because their work is hot 
and exhausting. 

Among the minor causes which lead to intern 
perance are the discomforts of bad homes; the 
slovenly, untrained wife so constantly seen among 
our poor, with excellent intentions and a good 
heart, who muddles along from year to year, whose 
home is a monument of discomfort, thriftlessness, 
and dirt, from which the unfortunate husband 
turns to the more cheery atmosphere of the public- 
house. The bad cooking of the English work¬ 
man’s w'ife is proverbial, and the effects are much 
more serious than many people think. When the 
appetite is tempted by clean, well-cooked and 
wholesome food, the husband and sons are more 
1 likely to come home to their meals than to pay for 
them at the public-house. But few of our girls are 
taught to cook at school in such a practical manner 
as to apply the teaching at home ; their mothers 
either cannot or will not teach them, and the result 
is the deplorable meal to which most working men 
| have become accustomed, “ the bit of fish ” from 
I the fish shops, or the unsavoury stew which is the 
| best the woman’s power of cooking can achieve. 

1 Our girls should be taught to cook, and the values 
1 of food, and the more this is done the better 
i chance will there be for the men to appreciate their 
i homes and not to seek distraction elsewhere. 

Cold and damp climates conduce to hard drink- 
I ing and spirit drinking The further north you go 
the more spirits are consumed, and the heavy 
strengthened wines of the south are prepared for 
our northern climates, where alone they are appre- 
I ciated. An exceptionally cold winter like that of 
! 1895 actually affects the revenue by a rise in the 
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drink bill, and the amount of raw spirit consumed 
in Norway and Sweden by even temperate people 
would surprise a Southerner, who has no appetite 
for such strong drinks. Scotland and Ireland have 
damper climates than England, and the drunken¬ 
ness is much more prevalent in both countries than 
it is here, while the west coast of Scotland, with its 
excessive rainfall, has a heavier drink bill than the 
east. 

Although there is an undoubted growth of feeling 
in the public mind which condemns alcoholic in¬ 
dulgence, the sentiment lingers among us that drink 
is an excuse for evil-doing which, to a certain 
extent, condones the offence. Fortunately it is 
not considered so complete a cause for extenuating 
circumstances as it was in days happily gone by. 
A story handed down to us in the ‘Gentleman’s 
Magazine’ for 1748 could not be accepted as 
simply as it was then : 

“At a christening in Beddington in Surrey, the 
nurse was so intoxicated that after she had un¬ 
dressed the child, instead of laying it in the cradle, 
she put it behind a large fire, which burnt it to 
death in a few minutes. She was examined before 
a magistrate and said she was quite stupid and 
senseless, so that she took the child for a log of 
wood ; on which she was discharged.” 

I am not sure whether a certain mawkish senti¬ 
mentality has not been fostered in us by the 
temperance reformers, for a great many of these 
admirable people argue as if the poor toper were 
the victim of circumstances, of his drunken 
ancestry, and of the designs which the wicked 
publican has on his tottering virtue. The sooner 
w T e get rid of such false sentiment the better. Let 
the drunkard feel that as long as he considers 
himself an intelligent human being we hold him 
responsible for his actions. If he cannot drink 
without doing so to excess, let him refrain from 
drinking altogether; but if he persists in doing it 
and makes others suffer, then let him feel the full 
penalty of the law. That creature of feeble will¬ 
power, the drunkard, is the first to snatch at the 
excuse that not he, but circumstances are to blame. 
If you try to reason with him in his sober moments 
and show him the villainy of which he has been 
guilty he will not defend his actions; he will 
probably weep over them and curse others who 
have tempted him, and he will assure you and 
himself that he will never touch another drop, but 
unless he is under restraint you may be absolutely 
certain that he will slip back into drink as soon 
as the opportunity offers. Drink should not be 
considered an extenuating circumstance with the 
habitual drunkard; if it were considered an 
additional aggravation of his offence he might be 
taught to take the matter more seriously. % 

It is a pity that the garrulous irresponsibility 
of the tipsy man lends itself to a certain class of 
humour. You can hardly find a comic paper in 


which the drunkard is not the principal source of 
amusement. If you see a man overcome with 
drink in the street the sympathy of the crowd fe 
with him, and will seek to protect him from the 
forces of order in the person of the policeman. 
These are the forces which lead to intemperance, 
and till a sounder view is taken of the drunkard’s 
responsibility for the misery his indulgence gives 
rise to, it is useless to hope that he will do other¬ 
wise than consider himself the unfortunate victim 
of cruel circumstances. 

“ At a meeting of the Medico-Psychological 
Association of Great Britain and Ireland in Edin¬ 
burgh, Dr. Wilson, superintendent of the Mavisbank 
Asylum, Midlothian, read a paper on “'fhe Mis¬ 
management of Drunkards.” He said he would 
like to see a clause in the Habitual Drunkards Bill, 
then before Parliament, which would provide for the 
flogging of drunkards, under appropriate and 
necessary supervision. The notion of heredity did 
nothing to help the drunkard, but everything to 
injure him. The latter felt he was compelled to 
give way to drink. A young man so influenced 
should be flogged within an inch of his life every 
time he took drink. Another excuse used with 
great effect by the drunkard was the myth of a 
crave for alcohol. The crave was a very excep¬ 
tional thing. The appropriate treatment for the 
alcoholic crave was a good blistering and the 
application of plasters, and he would guarantee 
that there w ? ould be no craving in Scotland for the 
next five years. Drunkards were inveterate idlers, 
who had to be taught to work; they were 
untruthful, slanderers, and intensely selfish. 

“ Dr. Clouston, then Superintendent of the 
Morningside Asylum, Edinburgh, said they had 
too long been subjected to mawkish sentimentalism. 
Every man who became a disgraceful inebriate had 
passed through a stage at which he might have 
been saved by the application of such treatment 
as Dr. Wilson advocated.” 

Apart from the causes that lead to intemperance 
which I have enumerated, and which all arise, 
more or less, from a desire to escape from present 
troubles, there is the temptation to exceed from 
the mere love of conviviality, the good fellowship 
found in standing drinks all round, and exchanging 
views to the accompaniment of wine and spirits. 
Alcohol loosens the tongue and brings a sense of 
jollity into an assembly by quickening the emotions, 
and by the effect it has of slightly paralysing the 
nervous channels which induce the habitual self- 
restraint so common among the English people, a 
restraint so fatal to the success of a jolly evening. 
People drink without knowing the physiological 
reason for it, because they find that jt breaks down 
their habits of reserve, and we all know how the 
“ flowing bowl,” taken in moderation, lends itself 
to the harmonious pleasure of a gathering. Pro¬ 
fessor Blackie is reported to have had the courage 
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of his convictions when he took the chair, by 
request, at a temperance meeting, and caused 
consternation among the audience by declaring 
that the man who invited him to dinner and did 
not give him a glass of good wine was “neither 
a gentleman nor a Christian.” To-day the fashion 
of excessive drinking is rapidly dying out. It is 
not so long ago when the host was expected to 
drink a glass of wine with each one of his guests, 
and when the guests were expected to taste each 
wine as it appeared, and this meant a long series 
of different kinds. 

We are told that the law which formerly ordained 
that marriages should take place before mid-day 
was established to check the excessive drinking 
which formerly occurred before the ceremony. The 
modern drawing-room is a reminder of such old 
customs, for the word is an abbreviation of with¬ 
drawing room, to which the ladies were glad 
to escape when the gentlemen became too 
uproarious, and the fashion which still lingers 
among us of the ladies preceding us out of the 
dining-room is owing to that same custom. 
f But festive occasions, Christmas, marriages and 
even funerals are still the occasions of heavy 
drinking among some people; it is what was done 
in all classes a century ago, and it will disappear, 
as it has already done among the more educated 
classes, when the customs of the more cultivated 
filter down to those who imitate both their vices 
and their virtues. 

I can give two concrete instances of dining clubs 
which enable us to compare the drinking habits of 
diners to-day with those of their ancestors a 
century ago. 

By the courtesy of the President I have been 
permitted to consult the archives of the Sydenham 
Medical Club, which begin in 1796. This club, 
which consists of six physicians, six surgeons and 
six general practitioners, still meets regularly for 
dining purposes in London, and I have had the 
good fortune to be occasionally present at their 
banquets as a guest. In 1796, when it was the fashion 
to consume a great deal of wine, I find that sixty- 
seven diners, on six evenings, paid for 85 bottles 
of port, claret and sherry, besides a small quantity 
of strong beer and cherry-brandy or noyau. Each 
member therefore drank, on an average, a little 
more than a bottle and a quarter of wine. 

In 1811 at the twelve monthly dinners, 148 
members and their guests drank 120 bottles of 
port, 17 bottles of sherry, besides “beer cups,” 
strong beer, cherry-brandy, and occasionally a 
little champagne or cider or negus, so that each 
man drank nearly one bottle of wine, and either a 
liqueur or two, or a little beer. 

In 1911 champagne had replaced port wine, and 
at two dinners thirty men drank 24 bottles of wine, 
consisting of champagne 16, port 4, sherry 2 and 
claret 2, besides 17 glasses of liqueurs. This 


shows that the average man paid for a little more 
than three-quarters of a bottle of wine. 

As judged by this club, the difference in con¬ 
sumption of alcohol between 1796 and the present 
day is not enormous, and it looks as if the original 
members of the club in those drinking days were 
setting a good example to their friends and neigh¬ 
bours. 

But I have also had the opportunity, thanks to 
the courtesy of the Master of the Charterhouse, of 
being supplied with similar details of the feast 
which is held annually in London by Old 
Carthusians in memory of the founder. 

The first recorded dinner was held in 1721, when 
six quart bottles of arack (sic) “ were made into 
punch for whets before dinner to be placed on the 
side-table—arack cost 30 s” 

In 1723,the ninety-six diners drank 133 flasks 
of French wine, 2 bottles of canary, 2 bottles of 
old hock and six dozen and four quarts of port. 
This averaged nearly two and a quarter bottles per 
head, besides arack punch. 

In 1726, when John Wesley was one of the 
dinner stewards, he being then a deacon of the 
Church of England, “it was agreed by all the 
stewards that Mr. Davis’s dinner and wine, as far 
as appeared to them, gave a general satisfaction.” 

At this dinner eighty-four men drank 130 flasks 
of claret and five dozen red and white port wine, 
giving an average of rather more than two and a 
quarter bottles per head. Upon this occasion 
twelve servants waited at table, and there were ten 
musicians, and it must be remembered in all 
these calculations of the two clubs that the 
servants may have drunk some of the wine lor 
which the diners were charged. 

In 1769 the average was two and a half bottles 
per head, besides arack and rum punch. 

In 1787 thirty-nine diners consumed 35 bottles 
of claret, 17 of Madeira, 13 of sherry, 40 of old 
port and 2 of rum aqd brandy, giving an average 
of two bottles and three quarters per man. 

In 1795 diners drank 200 bottles, or 

three bottles and a third each , but in 1840, ninety- 
three diners were content with 55 bottles of sherry 
and 41 of port, and after that date the three- 
bottle-men seemed to have been supplanted by 
one-bottle men, and now, for some years, the 
figures show that less than one bottle per head 
is drunk at these feasts. 

On the West Coast of Africa, where so many 
white men used to drink to excess because they 
had a vague but erroneous idea that they might 
thus protect themselves from malaria, the amount 
of spirits consumed by all the natives varies with 
trade, for the drink bill in West Africa rises with 
the earnings of the population, just as it does in 
England. The annual consumption of spirits does 
not exceed two thirds of a gallon per head of the 
population inSouthern Nigeria, and it is less in 
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the colonies of Sierra Leone and the Gold Coast, 
all these figures being considerably lower than the 
mean consumption of spirits per head in England. 

But to all thinking men it is obvious that, in the 
words of Mr. Alfred Lyttelton, “the white races 
have no business in those colonies, unless their 
presence can ultimately end in the advancement of 
the great native races.” When the white man takes 
upon himself the burden of civilising the black 
man, for whose welfare he makes himself respon¬ 
sible, he must be very careful lest he should 
introduce into those countries evils as great as 
others which he suppresses. One of the chief of 
such evils is the liquor traffic. Whatever views we 
may have as to the good or evil effect of alcohol, 
and especially spirits, on the white man, there can 
surely be no two opinions as to the exceeding 
danger of putting such a power for evil into the 
handsof utterly childish and irresponsible creatures, 
who have no self-restraint and no education, and 
whose sole standard is to get as much enjoyment 
out of the present moment as possible. 

There is no guarantee that the natives of West 
Africa have reached the zenith of spirit drinking ; 
on the contrary, there is potential danger ahead of 
us. It will be a dreadful calamity if, before the 
middle of this century, we have so enriched the 
natives by developing trade, and by fighting with 
success the demons of malaria and yellow fever, 
that we have robbed them of the primeval safe¬ 
guard against drink, which is, of course, poverty. 
With increasing trade there is more money—will 
their future earnings be spent on gin ? 

We may believe Sir Leslie Probyn, now Governor 
of Barbados, because he has had some twenty years* 
official experience of coloured races, and when he 
was Governor of Sierra Leone, he wrote that the 
African drinks gin because he likes it, because it 
temporarily displaces depression for comfort, and 
because it “ produces an illusion in the drinker’s 
mind that he is thinking and talking in a sprightly 
manner.” He reminds us that the dull mono¬ 
tony of life in a small African village is such that 
the temptation to drink is very strong. After the 
evening meal at sunset all signs of life cease, there 
is no light in the mud-houses, because oil is expen¬ 
sive, there are no sounds, except a baby’s cry at 
intervals and the weird call of some night bird, 
because there is no likelihood of conversation when 
no one has anything fresh to say. “There is no 
church, no postman, no passing horse or carriages, 
and* no newspaper.” And every day in the year 
equally dull, except for a few festivals. 

At weddings and funerals and other celebrations 
enormous quantities of drink are consumed, so that 
families run into debt which it takes more than a 
generation to liquidate. Children take their share, 
and drain “ the empty gin bottles which their elders 
have cast aside.” At the Government Committee 
of Inquiry, held in 1909, on the liquor traffic in 


Southern Nigeria, it transpired from the evidence 
of Archdeacon Melville-Jones and some native 
witnesses that children are often pawned in order 
to raise money to purchase drink for funeral cere¬ 
monies. The pawned children become virtually 
slaves for a number of years. 

The question has received some attention at 
different times from the Colonial Governors and 
from the Home Government, but it is doubtful 
whether opinions have not been biassed by the 
consideration of the financial advantages to the 
local revenue brought about by the liquor traffic, 
and by too much consideration being paid to local 
interest in the trade. The native races and the 
Liquor Traffic United Committee have made many 
representations to the Colonial Office concerning 
the steady growth of the liquor trade in our West 
African colonies, and the answer sometimes given 
to them, and to missionaries, to the effect that 
native races have always been in the habit of 
drinking native-made intoxicating drinks, seems 
quite inadequate. 

Efforts have been made to check the consump¬ 
tion of spirits in Assam on account of the serious 
effect which their consumption had on the native 
labourers ; in many parts of South Africa stringent 
laws exist prohibiting the sale of liquor to natives. 
In December, 1901, Lord Milner issued a 
proclamation prohibiting the sale of liquor to 
natives in the Transvaal under the severest 
penalties, and received the cordial approbation of 
the leaders of the mining industry, who had 
suffered much in the past from the effects of the 
illicit sale of liquor to the native labourers. In 
Sierra Leone every chief has been invited to 
discuss with his subordinate officers the principle 
I of local option. Will the tribal authorities accept 
the offer of the Government to make local laws to 
prevent drunkenness, and to prohibit or restrict the 
sale of intoxicating liquors to the natives? 

But these efforts at suppression of the liquor 
traffic have unfortunately not been extended in 
West Africa, where large quantities of potato spirit, 
manufactured for the purpose in Germany, are 
imported by Englishmen and other Europeans for 
native consumption. The spirit is of inferior 
quality, and has on the native a most detrimental 
effect. 

Though the importation of spirits into West 
Africa for native consumption is comparatively 
modern, it must not be forgotten that the original 
natives were far from being teetotallers. From 
time immemorial they have used intoxicating 
drinks made from corn and maize, wine from palm 
trees, sorrel beer and fermented honey. Sir Leslie 
Probyn states that it is a common sight in remote 
districts to see long, mud-covered, wicker bee hives 
fixed in the branches of the locust tree; the bean 
from the locust tree is considered a nourishing 
food, and the hives are raised from the ground to 
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protect them from ants and other robbers. The 
villagers, when times are not prosperous, can thus 
subsist, like St. John the Baptist of old, on locusts 
and honey. 

Although the native African will deliberately 
drink himself into a state of intoxication on his 
home-made drinks on the occasion of big festivals, 
he is naturally a sober creature. But he is 
incapable of resisting the temptation to drink 
when spirits are made too easily accessible, nor 
does he see any reason for abstaining from them. 
But those who are responsible for his welfare and 
for the education of the subject races are acting 
criminally when they put such an instrument of 
evil before him. 

Literature on the subject of intoxicating liquors 
has, as it has often been pointed out, one strongly 
marked peculiarity, for few writers have entirely 
escaped the reproach of writing about it intem- 
perately. Those who clearly see the undoubted 
harm which alcohol so often causes in the world 
have, as a rule, but one remedy—total abstinence 
for all individuals and for all classes of society. 

I do not know if my own views will be con¬ 
sidered by others to be intemperate or not, but 
they are certainly dogmatic, and they may be 
briefly summed up as follows : 

(i; The paramount need of universal growth of 
education, including a knowledge of the evils of 
intemperance. 

(2) A temperate moderation among adults who 
like the taste and effects of alcoholic beverages, or 
who habitually drink them on medical advice. 

(3) Total abstinence for children, for coloured 
races, and for all those adults (a) who cannot drink 
moderately, ( b ) who are poisoned by even one 
glass of wine or diluted spirits, and (c) those who 
have the misfortune to be descended from parents 
addicted to alcoholic excess. 

Note .—The following account of native beer is 
abridged from some notes written to me on the 
subject by a missionary in Rhodesia. 

“There are two kinds of beer made in this part 
of the country, the weak and the strong. 

“ Both are made from millet . In other parts of 
the country they use mealies. 

“ To make weak beer .—Take the millet and soak 
it in water for a day and a night. Then pour the 
water off and leave the millet ir \ a sack or on a 
rock. If on a rock, cover it with branches so that 
it does not dry. Leave it for two days, by which 
time it will have begun to sprout. Then spread it 
out on the rock without covering it and leave for 
two days. Take it and grind it, put it in a pot in 
the proportion of about one cup of flour to two 
cups of water. Cook it, stirring all the time till it 
turns red and thickens. Take it off and pour into 
a larger pot and add cold water, till from being a 
rather thick porridge it becomes quite liquid. 
Next day put it on the fire and boil till about one 


sixth has evaporated. Take it off and put it into 
another pot and add a little more flour. Next day 
take more flour and put it in a pot and cook till it 
turns red and thickens ; then remove from the fire. 
Strain the first cooked, then when cool strain what 
has been cooked the same day and mix the two 
brews. It is drunk immediately. 

“ To make strong beer .—The proceeding is the 
same except that after it has thickened, instead of 
boiling it up only on one day it is boiled up a 
second day , then stands for three days, and when 
mixing the new and the old you take three cups of 
the new while it is boiling and mix with the old 
before straining. 

“You cannot get drunk on the weak beer I am 
told. But it is not so much in favour as the 
strong ! 

“As far as I can make out all their prayers to the 
spirits were the occasion of a beer drink. If a man 
was going out hunting he called his friends 
together to pray to his spirit, and his wife made 
beer, some of which was sometimes poured out as a 
drink-offering, and most of which was drunk. On 
his return, if successful, the process was repeated. 
In the same way if he was sick, or if he wished to 
honour his ancestors’ spirits. 

“ Of course there is a lot of drunkenness among 
the people, especially the older generation. The 
paramount chief of our district, who is partially 
paralysed, is never to be caught quite sober except 
about sunrise. It is one of the great troubles with 
our young men, too, but they are taught not to 
take the strong beer at all. As they have no other 
beverage, it is rather too much to forbid the weak 
beer. 

“A lot of beer is drunk, too, at threshing times 
and the times of digging new gardens. I do not 
think the children get drunk here as I hear they do 
in Portuguese East Africa. One of our workers 
was there for a time and said the drunkenness was 
much worse there; even small children got 
delirium tremens! ” 
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HYPERTHYROIDISM.* 

By W. SAMPSON HANDLEY, M.S., F.R.C.S., 

Assistant Surgeon, Middlesex Hospital; Hon. Surgeon to 
the Putney Hospital. 


Ladies and Gentlemen, —I wish to consider with 
you this afternoon some points in connection with 
hyperthyroidism. Here is a lady who has been 
good enough to come and show herself. I operated 
upon her in 1909 for hyperthyroidism, typical 
exophthalmic goitre. She had a pulse of 130 or 
over. She constantly felt a distressing beating in 
the throat, and she suffered in an extreme degree 
from that feeling of vague dread and impending 
evil which causes perhaps greater distress than does 
any other symptom of Graves’s disease. She had 
lost flesh and had constant diarrhoea, which was 
unaffected by drugs. She had been ill seven years, 
and although she had struggled about and managed 
to do a certain amount of work during that time, 
her life was a misery. The swelling of the thyroid 
was not absolutely symmetrical: it was rather 
greater on the right side than on the left The 
eyes were prominent, but the exophthalmos was 
not very marked. There was a very distinct tremor. 
Moreover, before operation she had lost her voice 
and could only speak in a whisper, and her hair was 
going grey although she is quite young. She 
also had a certain amount of trouble with her eyes ; 
she was becoming short-sighted. She will tell you 
that the improvement after the operation was 
immediate, and within a few weeks after the opera¬ 
tion she felt quite different, she had lost all tremor 
and the prominent look about the eyes, and her 
pulse had steadied down to well below 100. 

With regard to her present condition she is quite 
happy, and lives a normal, energetic life. She has 
not quite lost her nervousness, and just prior to 
menstruation her tremor returns in a slight degree 
for a few days. I think you will agree that it would 

* A Surgical Demonstration at the Polyclinic. 
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require a very careful observer to detect any tremor 
in her hands now. The pulse now is 84, and that 
is normal considering that she is appearing before 
a number of medical men. The operation consisted 
in removing the right half of the thyroid. In some 
cases it is necessary to do a second operation, and 
that second operation consists in tying one or 
both thyroid vessels on the other side. The 
incision here was Kocher’s collar incision. It is not 
very obvious now for the scar has almost disap¬ 
peared ; it crosses the neck, and you can feel that 
the other half of the thyroid is somewhat larger than 
normal, but that there is no pulsation in it. 

I will now run over a few of the main points in 
connection with hyperthyroidism. Of course, 
hyperthyroidism is best seen in exophthalmic goitre. 
But it is necessary to remember that it may occur 
in ordinary forms of goitre, cases which show no 
pulsation. Moreover hyperthyroidism may occur 
in patients who have a thyroid of normal size. I 
recently operated upon a patient, sent to me by 
Mr. Mayou, my ophthalmic colleague at Boling- 
broke Hospital, who had no enlargement of thyroid, 
but nevertheless she had all the signs of hyper¬ 
thyroidism. She had marked exophthalmos, which 
was unilateral. In some of these cases the 
exophthalmos is a unilateral symptom. She had 
had three months’ rest in bed and medical treat* 
ment, but without any appreciable improvement in 
her condition. She had marked tremor and a 
quick pulse and was nervous, and she was quite 
' unable to do her house-work. Probably if she had 
been a lady of means, able to live a leisured and 
effortless existence, she might have ultimately 
recovered without an operation, for the case was 
not of the severest type. In her actual circum¬ 
stances her condition Txide fair to ruin her own life, 
and to overcloud that of her husband and children. 
So Mr. Mayou asked me to operate. I did so and 
removed half the thyroid. To all appearances it 
was a normal thyroid. The result of the operation 
was quite as satisfactory as in the patient you have 
already seen. The patient is completely cured. 
It is a question of removing enough thyroid or 
tying the vessels of the thyroid and so throttling 
them down sufficiently to reduce the amount of 
thyroid substance which is produced and absorbed. 
Kocher has pointed out that the administration of 
iodine in ordinary goitres will often produce the 
symptoms of hyperthyroidism, and that is a 


practical point of very great importance in th'e treat¬ 
ment of goitres. In past times iodine was given 
very freely, and no doubt it did a great deal of 
harm. Nowadays iodine is the last thing which 
one would administer in a case of goitre, and some 
people have gone so for as to forbid fish as diet 
because it contains iodine, and to supply these 
patients with a particular form of table salt which 
is iodine-free, ordinary table-salt having a certain 
quantity of iodine in it. 

As regards the aetiology of hyperthyroidism, there 
is no doubt it is due to the absorption of too much 
thyroid product Kocher’s operations on cases of 
hyperthyroidism now go back over a period of 
twenty years or more, and he has shown that 
by removing the correct amount of thyroid you 
can cure the patient in a large majority of 
cases. I will return to his results a little later. 
With regard to the production of the disease, he' 
says it originates either in nerve shock, or from 
some form of toxaemia. As regards the histological 
changes in the thyroid, the epithelium is found to 
be unduly active. It is rapidly proliferating, so 
rapidly that in many cases it projects into the 
interior of the thyroid vesicles in the form of 
papillary eminences, and doubtless this epithelial 
activity is the fundamental cause of the hyper¬ 
thyroidism. The secondary consequences dre, as 
you know, of great importance. If this disease 
persists very long, secondary degenerations occur, 
affecting chiefly the heart and kidneys, and in some 
cases the patient dies from the disease. I do not 
think it is necessary for me here to go over the 
symptoms in much detail. The most striking 
symptom is the exophthalmos. I have referred 
to the fact that it may be unilateral. Kocher 
records one case in which the exophthalmos went 
so far that the eyeball actually protruded from the 
orbit, and had to be digitally replaced. That 
must be a very rare event. As regards the pulse, 
you know how quick and irregular the pulse is, 
and during acute attacks of the disease it may 
become uncountable for long periods. Some of 
the patients have bruits. One of my patients had 
a bruit which was audible to the bystanders as a 
musical note, which was synchronous with the 
heart-beat, and her husband complained that it 
kept him awake at night. This patient was not 
one of typical exophthalmic goitre: she had a 
large goitre with symptoms of hyperthyroidism, 
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but it was not a pulsating goitre. In that case I 
removed half the goitre, and there was very great 
improvement in her symptoms, though I think 
ligature of the arteries on the other side may be 
necessary. With regard to tremor, you know there 
is marked tremor in this disease. These patients 
are very nervous, and are unable to fit themselves 
into any complicated social environment; they dis¬ 
like going out, they dislike meeting fresh people, 
they shrink into their shells as it were, remain at 
home, and often fall into a condition of grave 
misery and even of melancholia. 

As regards the course of this disease, it is a 
disorder of young adult life. There is no doubt 
that it frequently ends in recovery. Dr. Hale 
White has recently investigated the mortality of 
exophthalmic goitre cases, and he says that the 
mortality is only about twice' what would be 
expected in a number of healthy women of the same 
age. Of course that is not very serious. But the 
mortality of the disease is not the main feature. 
There are many diseases with five times the mor¬ 
tality that cause only a mere fraction of the misery 
prodbced by hyperthyroidism. You must remem¬ 
ber that it attacks the best years of the patient’s 
life and spoils them. Though the woman will very 
likely recover at the menopause, her life has been 
none the less wrecked by the disease. As regards 
treatment, I am not competent to go into the 
medical treatment. You know that various methods 
are in vogue, and that one of the methods is a 
physiological one, and consists in giving the patient 
the milk of dethyroidised goats, that is to say, the 
milk of goats which practically have myxoedema. 
I have not come across any of the results of that 
treatment, and I do not fancy it is very satisfactory. 

Some recent work tends to show that X rays 
carefully administered by an expert may be of 
great lvalue in hyperthyroidism, and that they 
should be trifed before operative treatment is con¬ 
sidered. 

Leaving the medical treatment with this brief 
reference, I now want to consider with you the 
surgical treatment of the disease. 

We must draw a sharp distinction here between 
surgical treatment as it was a few years ago and 
surgical treatment as it is now. In past times the 
operation for exophthalmic goitre was one of the 
most fatal in surgery. But nowadays it has 
become a comparatively safe operation. This is 


due to two factors, I think; first, gradual improve¬ 
ment in surgical technique, which affects all 
surgeons who are constantly and habitually prac¬ 
tising surgery, unconsciously perhaps. Operations 
are now done on much better plans and with more 
precision, and that is especially important in 
operations for hyperthyroidism, which, if done 
without any definite plan or by the inexpert, are apt 
to degenerate into a surgical struggle very trying to 
the operator and very dangerous to the patient. 
The second factor which has diminished the risk 
and improved the results is the improvement in the 
technique of anaesthesia. Not many years ago the 
main mortality of the operation arose from death 
during anaesthesia, but with improved methods the 
risk from this source is becoming almost negligible. 
The improvement has doubtless resulted mainly 
from the abolition of cyanosis and the complica¬ 
tions resulting therefrom, and this has been 
brought about by the well-deserved disuse of all 
closed forms of anaesthetic apparatus. In most 
operations cyanosis and the congestion of the right 
side of the heart and all the great veins which it 
brings with it are merely inconveniences, but in 
goitre operations they are most dangerous compli¬ 
cations. I think the ideal anaesthetic for operations 
for hyperthyrodism is an injection of morphia 
followed by chloroform and ether mixture, given 
with an open mask and accompanied by a small 
stream of oxygen. That is the method I would 
use personally. This method reduces respiratory 
and circulatory disturbances to a minimum with¬ 
out producing the free bleeding which may result 
from the administration of ether, even by the 
open method. Of course, if heart depression super¬ 
venes, ether should be substituted for the A.C.E. 
mixture. It is a striking thing that many operators 
advocate local anaesthesia for exophthalmic goitre 
and hyperthyroidism. That is the case with 
Kocher. I think Kocher does all his opera¬ 
tions under local anaesthesia. But his son admits 
that although his operations are very successful, 
there is often, after the operation, a very serious 
reaction, restlessness and excited action of the 
heart, and that the patients give rise to anxiety 
during the first twenty-four hours. It seems to me 
very probable that this results from the mental effect 
of operating on a conscious patient. Surely, in a 
patient who is already suffering from extreme ner¬ 
vousness, it is not advisable to operate except when 
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the patient is unconscious, if the unconsciousness 
can be safely produced. And I feel almost sure 
that in the future general anaesthesia will be used 
for these operations. 

There is one particular reason why Kocher 
should use local anaesthesia, it seems to me, 
rather than general anaesthesia. I believe I am 
right in saying that in Germany there is no body 
of highly skilled persons who do nothing but 
give anaesthetics. That is an advantage we have in 
this country, which perhaps is not always sufficiently 
appreciated. I think it is a very great advantage 
that we have these specialist anaesthetists. In their 
hands anaesthesia for exophthalmic goitre is, I 
believe, nearly as safe as anaesthesia for other 
conditions. 

As regards the operation, the chief risk of it is 
that you may by manipulations cause the setting 
free and the absorption of a large and perhaps 
lethal dose of thyroid secretion. It is necessary, 
therefore, to take all precautions against this risk, 
more especially by using the greatest gentleness in 
handling the thyroid and in avoiding squeezing and 
pulling on it. The operation should be done 
gently, and not roughly. A precaution which I 
have used personally is to irrigate throughout the 
operation with i in iooo perchloride solution, not 
as an antiseptic, but as a precipitant for any thyroid 
secretion \rhich happens to be set free. Thyroid 
secretion is proteid, and is therefore precipitated 
by a mercurial solution such as the one I have 
mentioned. Lastly, the field of operation should be 
freely drained, so that if any thyroid secretion is 
set free in the interstices of the tissues it can 
easily flow away by the drainage-tube. 

Now as regards the results of operation. I have 
had only the usual opportunities which fall to the 
surgeon in a general hospital; I have had no 
special experience for this operation, but perhaps 
for that very reason you will be disposed to give 
more weight to my favourable opinions about the 
merits of the operation. I have done it only a 
few times, but I have not yet lost a case. Mayo, 
the American surgeon, says that of the 1200 
patients who have been operated upon in St. Mary's 
Hospital for hyperthyroidism, the mortality follow¬ 
ing ligation of the arteries, the method adopted by 
Mayo in certain cases, is 3*7 per cent.; following 
extirpation it is 3 9 per cent. And these figures, 
though they are low, include the high mortality in 
Mayo's earlier work when the principles of selection 
were less understood, and when very advanced or 


hopeless cases were submitted to operation. As 
regards results, 70 per cent, of the patients con¬ 
sidered themselves cured, while the others, although 
improved, were not cured. This Mayo believes 
depends on the presence of secondary degenera¬ 
tions. Of course it cannot be expected that the 
operation will obliterate the results of previous 
disease : for instance, if the patient has secondary 
degeneration of his heart-muscle, removing half 
his thyroid will not supply him with a new heart. 
Then I want to bring before you Kocher's results. 
These are for operations for Graves's disease alone 
and do not include cases cf hyperthyroidism due 
to ordinary goitres : 539 cases have been operated 
upon by the two Kochers for steadily or periodically 
progressive Graves’s disease. They have been able 
to trace 360 of these cases, and 160 of these, that 
is to say 45 per cent., are radically cured, so that 
there is at the present time not one symptom of the 
disease left, and the function of the rest of the 
thyroid gland is normal. These cures last up to 
twenty-five years after the operation, and the patients 
are leading a normal life, and some are working 
hard. Several lady patients have given birth to 
one or more healthy children since their treatment. 
Not all these cases have been early ones; more 
than half were very severe and of long duration. 
The latter have been cured only after some time, 
during which in some cases several operations had 
to be performed, that is to say, the arteries on the 
other side had, perhaps, to be ligatured in order to 
reduce further the amount of thyroid secretion. 
149 other cases were cured of the great majority of 
their symptoms and are able to lead a normal life. 
If we add this 41 per cent, to the 45 per cent, of 
complete cures we can say that in 86 per cent, the 
ultimate result of operative treatment has been 
satisfactory. In only 8 per cent, of Kocher's cases 
could the ultimate result be termed unsatisfactory. 
Those are the figures of a perfectly reliable man, 
for Kocher is a man with a European reputation, 
who says exactly what he finds. He states that he 
can cure by operation or restore to a comparatively 
good state of health nearly nine out of ten cases 
of exophthalmic goitre. As regards hyperthyroidism 
due to ordinary goitres, Kocher says that he can 
cure by operation all such cases. 

I believe, ladies and gentlemen, in view of the 
facts I have laid before you, that you will agree 
with me in deploring the undue degree of con¬ 
servatism which exists at present in this country 
in dealing with these cases of hyperthyroidism. 
The surgeon should be more often called in to cut 
the Gordian knot which the disease offers to the 
physician. The family invalid with hyperthy¬ 
roidism ought in a few years' time to be as rare 
as the pelvic invalid has recently become, thanks 
to the brilliant achievements of modern gynaecology 
led by Sir John Bland-Sutton. 

July 8 th , 1912. 


The Gliniotl Journal. ] 


DR. SIMSON. 


[July 10, 1912c 213 


A GYNAECOLOGICAL LECTUKE AT 
THE WEST LONDON HOSPITAL. 

By H. J. F. SIMSON, M.B., C.M., F.R.C.S.Edin., 
M.R.C.P.Lond. 

Assistant Gynaecologist, Hospital for Women, Soho 
Square, and the West London Hospital. 


Gentlemen, —In the last lecture we were djs- 
cussing backward displacements of the uterus 
which were not associated with any inflammatory 
complications, and I mentioned that there was 
another form of backward displacement which was 
associated with inflammation of the tubes and 
ovaries, a totally different condition altogether. 
But before we pass on to discuss this second form 
of backward displacement, I think we might 
profitably spend a little time this morning on that 
other displacement of the uterus, which is not 
usually associated with inflammatory trouble, 
namely prolapse. This is one of the commonest 
conditions met with in any hospital gynaecological 
department. In the words of the patients, they 
complain of “ coming down of the womb.” That 
is an important description, because when we 
come to treatment we find that unless we deal with 
the uterine condition the result of our treatment is 
not satisfactory. There are other things which 
come down besides the womb; you have the 
bladder coming down, the anterior vaginal wall 
coming down, the posterior vaginal wall coming 
down and the rectum doming down. These other 
parts are very often the most obvious when we come 
to examine the patient. But unless we deal with 
the displacement or the abnormal position of the 
uterus in addition to treating the obvious abnor¬ 
mality of the bladder, the perinaeum, etc., the 
result of treatment is not satisfactory. We have 
already discussed the supports of the uterus, and 
we will not go more fully into that to-day, but I 
wish just to remind you that the broad ligament is 
practically a meso-salpinx, and that the round 
ligament is of very little use except when the 
bladder is distended, when it prevents an excessive 
backward displacement of the uterus, and that the 
uterus itself is supported round a fixed, point at 
the level of the internal os. At this fixed point the 
uterus is surrounded by the parametric tissue in 
which run the blood-vessels and fibrous bands 
from which run along the utero-sacral ligaments j 


and utero-vesical ligaments, firmly suspending the 
uterus in the centre of the pelvic floor in such 
a way that you cannot normally have a displace¬ 
ment of the uterus as a whole; you can have a 
rotation, a swinging round this fixed point, but 
there is no complete displacement of the uterus 
as a whole, either backwards, forwards or laterally. 
So it is slung at the central point at the level of the 
internal os. And it is the support which it receives 
here, combined with the abdominal pressure and 
the pressure of the pelvic floor, which keeps the 
uterus in a fixed position. The pelvic floor is 
quite distinct from what we call the perinaeum. 
That is an important point in the consideration of 
prolapse. The muscles of the pelvis are practically 
divided into two layers ; there is the sphincter of the 
urethra and the sphincter of the bladder, and the 
sphincter of the vagina and the sphincter of the 
rectum, but that is not the pelvic floor. Above these 
there are the strong levator ani and the pelvic fascia. 
To prove to you that there is no support to the 
uterus from the perinaeal body you have only to see a 
few cases of complete tear into the rectum without 
any prolapse of the uterus. These cases of complete 
tear into the rectum are in all probability due to 
unrotated occipito-posteriors. A woman has a big 
pelvis, the head comes on to the perinaeum unrotated, 
tears through the sphincter muscles at the perinaeum, 
but does not cause laceration of the true pelvic floor. 
So much for the supports of the uterus and how it 
is kept there. And this brings us to the causes of 
prolapse. I think you may divide these causes 
into primary and secondary. The primary causes 
are those which interfere with the suspension of 
the uterus. The commonest interference is lacera¬ 
tion at parturition. There are certain other causes 
which have to be mentioned, very uncommon cases 
where you have a congenital abnormality of this 
suspension, some abnormality of the levator ani 
muscle or some abnormality of the parametric sup¬ 
ports round the fixed point of the uterus in nulli- 
parous women, or even quite young women sixteen 
or seventeen years of age. I have seen in a girl, 
aet. 17 years, a uterus two and a half inches long 
lying completely outside the vulva; she had very 
poor muscular development of the levator ani. 
There are those other cases which you get about the 
menopause when atrophic changes take place, 
and although a long time may have elapsed 
since the birth of a child, when this atrophy 
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takes place you have the condition of prolapse 
occurring. Given one of these primary causes, then 
any increase in the abdominal pressure such as you 
find in very fat women, or in enteroptosis of the 
abdominal organs, a common condition in women 
who have had many children and have lax abdominal 
walls or any abdominal tumour, will cause the 
uterus to become prolapsed. Another secondary 
cause is that when once you have any interference 
with this support of the uterus there is a tendency 
for it to sink, and then you find a congestion of the 
uterus, a congestion of the cervix with an increased 
weight of both. This increase in weight greatly 
favours the production of prolapse. Having the 
primary cause and the secondary cause working 
what happens ? What is the pathological anatomy 
of the condition ? The first step in the prolapse is 
a backward displacement of the uterus. In almost 
all cases of prolapse you have this backward dis¬ 
placement, and the uterus, instead of lying in the 
axis of the inlet, lies in the axis of the outlet of the 
pelvis. Then you have a uterus absolutely directly 
in the line for being pushed out at the vulva. This 
is followed by hypertrophy of the lower portion of 
the uterus, the cervical portion. You know the 
cervix is divided into a vaginal portion, an inter¬ 
mediate portion, and a supra-vaginal portion, and the 
increase takes place in the intermediate and supra¬ 
vaginal portions of the cervix, and this increase 
may be very great indeed. And in bad cases of 
prolapse on passing a sound into the uterus you 
find instead of it passing two and a half inches it 
may pass three, four, five, six or seveji inches. 
This is not so much due to increase in the size of 
the body of the uterus, but to hypertrophy of the 
supra-vaginal and intermediate portions of the 
cervix. The next stage is a protrusion and dragging 
down of the vaginal walls, that is to say the anterior 
vaginal wall and the posterior vaginal wall. When 
the anterior vaginal wall comes down it draws a 
pouch of the bladder with it; and when the posterior 
vaginal wall comes down it draws a pouch of the 
rectum with it. And therefore at the final stage 
when there is complete prolapse, we find outside 
the vulva a more or less hypertrophied cervical 
portion of the uterus, accompanied by what we 
call a cystocele, or a pouch of the bladder coming 
down with the anterior wall, and a rectocele 
or pouch of the rectum coming down with the 
posterior wall. 


What are the results, and symptoms, arising from 
this condition? They practically amount to the 
same thing, because it is the results which cause 
the symptoms. As you will easily understand, a 
feeling of dragging or bearing-down pain is one of 
the early symptoms of prolapse, a feeling of weight 
when the patient stands, or when the patient 
does any straining. Then you have also bladder 
symptoms, because of the bladder pouch which 
comes down with the anterior vaginal wall. You 
may find the patient has a difficulty in passing 
water due to the dragging of the anterior vaginal 
wall on the urethra, and an actual kinking of the 
urethra so that the patient cannot pass water. On 
the other hand you sometimes find symptoms of 
cystitis, because although the patient may be able 
to empty the upper part of the bladder, a certain 
amount of residual urine remains in this pouch, 
and you find decomposition taking place, and in 
these cases there is frequency of micturition. 
There is also rectal trouble. Patients complain 
of difficulty in getting the bowels to act, and some¬ 
times when the rectal pouch is large there is a 
large faecal accumulation in this pouch, which 
causes actual obstruction. In addition there is 
much congestion and eventually ulceration of the 
hypertrophied cervix, which ulceration extends from 
the cervix to the vaginal walls. An interesting 
point in this connection is that one very seldom 
sees malignant disease develop in a prolapsed 
uterus. Cases have been described, but although 
you have a very unhealthy congested abnormal 
condition of the cervix present in most cases of 
severe prolapse, still the complication of cancer is 
rare. So much for the symptoms and the results 
and the pathological anatomy. 

And we now come to the important point from 
the post-graduate point of view, namely the treat¬ 
ment of prolapse. The first thing that strikes one 
when one considers treating prolapse is how very 
much more frequently one has to treat prolapse in 
hospital practice than in private practice. And 
therefore one has to consider if there is anything 
which accounts for this very remarkable fact. And 
I think it is very easily explained indeed when one 
reflects upon the conditions under which these 
patients go through their confinements. Bearing 
this in mind one does not hesitate to say that the 
best treatment of prolapse is prophylaxis, in other 
words the chief thing to do is to try to prevent 
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it occurring. And at all the confinements one 
attends one should think of the future of the 
patient, and one should say— 4< Here is a case which 
may possibly have a prolapse; now is the time to 
treat it.” Therefore it is very important to sew up 
all recent tears at a confinement. All lacerations of 
the vagina and tears of the perinaeum should be 
sewn up immediately after the birth of the placenta. 
If they do not heal up by first intention, then they 
ought certainly to be sewn up three to six months 
after the birth of the child. Tears of the cervix 
need not be stitched up at the time unless they 
cause haemorrhage. If there is severe haemorrhage, 
which you frequently have from a cervical tear, 
you have to stop the haemorrage, and the only 
way to do that is to sew up the rent in the 
cervix. But one often finds in dealing with 
primiparae with a rigid cervix, there is a fairly 
extensive tear of the cervix without haemorrhage, 
and it is not necessary to sew this tear up 
at the time. The best time to do this is, as 
I have said, six months after the birth of the 
child, when the parts have contracted and the 
cervix has come back almost to its normal size, 
and before it has become inflamed or eroded. 
Next you must be perfectly certain, when the 
woman gets up at the end of a fortnight, to make 
her exercise her abdominal muscles and pelvic 
muscles, the psoas and iliacus, and it is most im¬ 
portant you should not allow her to be too long in 
bed. She should have Swedish exercises, massage, 
etc., if there is the slightest tendency to backward 
displacement of the uterus when she does get out 
of bed. If these women complain of bearing-down 
pain, a feeling of tiredness and weakness when 
they begin to go about, and you find the involu¬ 
tion of the uterus is going on all right, do not let 
them rest or keep them in bed too long. Lying 
on the back makes the condition worse. You have 
to get the tone of the muscles back, not only the 
pelvis but of the body generally. Swimming, golf, 
walking, and any forms of exercise which are 
not too violent should be indulged in. These 
patients should rigorously avoid getting the bladder 
over-distended, lifting weights suddenly, or carrying 
out any sudden straining movements. They should 
not be kept too quiet; but the temporary intro¬ 
duction of a ring pessary is often advisable for two 
or three months. But supposing your patient has 
not been under your hands to allow of prophylactic 


treatment, and comes to you with actual prolapse ? 
The treatment of these cases may be divided into 
two classes : The first is the mechanical or pallia¬ 
tive treatment by some form of artificial support, 
and the other is the radical treatment or operative 
treatment. A good deal depends upon the patient 
as to the form of treatment which one advises in 
a slight case. There are certain women to whom 
the idea of wearing a support is infinitely more 
objectionable than the idea of an operation. On 
the other hand, there are women who would much 
rather wear a support than submit to any opera¬ 
tive interference. Therefore one has to take into 
consideration to a certain extent the patient’s own 
view of the matter. In the slight cases, which are 
associated with very little enlargement of the uterus 
and prolapse of the anterior vaginal wall, one may 
try certain forms of pessaries. But, except in very, 
very slight cases, one cannot hold out any hope 
of curing the condition by wearing a pessary. The 
patient must be given to understand that until she 
passes the menopause, when the parts may con¬ 
tract and the prolapse be spontaneously cured, 
she will have to go on wearing a support. The 
best form of support is a ring pessary, or some 
form of rigid pessary which has a stem to it. 
One does not use a Hodge pessary. In order 
that a Hodge may act you must have an 
intact pelvic floor, so that the lower end of the 
Hodge will have something to press against, and 
with its upper end push into the posterior fornix, 
and keep the uterus forward. Therefore, what 
one usually employs is the ring pessary. There 
are one or two rules which are very useful 
in the treatment of these cases of prolapse 
by means of pessaries. And the first is that 
on no account whatever should you put in a 
pessary if there is any ulceration of the vagina or 
of the cervix. If you come across a case in which 
there is ulceration the patient should be put to bed 
and kept quiet for a week or ten days, or longer, 
until you are able by douching and antiseptic 
treatment to cure the ulceration, and the reason 
why the patient has to be put to bed is that you 
will not cure the ulceration so long as you allow the 
cervix to be congested, and every time the cervix 
comes down beyond the vulva it becomes congested. 
The patient should therefore be douched lying on 
the back, and the foot of the bed raised so as to keep 
the prolapse up. When the ulceration has healed 
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you may put in a support. The next rule about 
putting in a support is, it is no use putting it in 
until you have raised the uterus into its proper 
anteverted position. One often is told that a ring 
has been tried, and has not been of help. If you 
simply push the protruding portion of the vaginal 
wall or the cervix into the vagina, and then put the 
ring in, you will still have the uterus lying in the 
retroverted position in the axis of the outlet, pressing 
on the ring and causing the patient much discom¬ 
fort ; therefore before you put in a ring you must 
be certain that the uterus is in the position of ante- 
version. Then again you know that a ring fits well 
if you can just get the tip of your finger between it 
and the symphysis pubis when it is pushed right 
home. If you cannot do that it is too big, and if 
you can put your finger in easily it is probably too 
small. The ring ought to stay in position when 
the patient strains. When the patient walks about 
the ring should not be a cause of discomfort or pain. 
And finally, if the patient is wearing a ring it must 
be changed three or four times a year at least, and 
she must use some form of douche. 

So much for the palliative treatment. And that 
brings us to the radical treatment of prolapse. As 
I say, this depends to a certain extent on the atti¬ 
tude which the patient takes up towards operation, 
and to a certain extent on the age of the patient. 
If the patient is a young woman who is likely to 
have more children, one has to explain to her the 
possibility that subsequent pregnancy may cause 
the repair to tear through, and that very careful 
prophylactic treatment will be necessary whatever 
happens—while in old feeble women severe opera¬ 
tions cannot be done. The operations which are 
performed are directed in three distinct lines. The 
first is to strengthen the support at the fixed point 
of the uterus at the level of the internal os; the 
second is to reduce in some way the increased 
weight of the uterus ; and the third is to strengthen 
the pelvic floor. As a rule, one thinks of the last 
of these first: “In a case of prolapse sew up the 
perinaeum.” But that should be the last step in 
one's mind if one wants to cure the condition, If 
you sew up a |>erinaeum and leave a large hyper¬ 
trophied cervix with a loose uterus above that 
perinaeum, in a very short time your scar will 
stretch and the condition will be as bad as ever, 
and therefore the first point is to examine the 
anterior fornix. The anterior fornix is the point 


which one wants to get at in all cases of prolapse, 
because if you can once get a strong fibrous band of 
fibrous tissue running across in front of the uterus 
below it and the bladder, you have gone a long way 
towards holding the uterus up, and the uterus will 
remain fixed there if you can give it the support of 
the pelvic floor afterwards. And therefore the first 
thing in these cases of prolapse is to consider 
whether it is possible to do anterior colporrhaphy, 
and by drawing the parametric tissue on each side 
of the uterus together by buried catgut suture, fix 
the uterus in an anteverted position. Therefore 
you remove an oval strip from the anterior vaginal 
wall, pass a sound into the bladder to see how far 
the bladder comes down with the anterior vaginal 
wall, carefully dissect or sponge back the bladder 
until you reach the level of the internal os and 
upper limit of the cervix. Then put in three or 
four deep sutures, gathering all the connective 
tissue from the lateral fornices, and tie them 
together below the uterus. One must be careful 
to get the bladder up and the ureters out of the 
way. The next step is to close up the raw surface 
in the anterior vaginal wall. The method of closing 
the flap is important. Put your stitches in from 
side to side. When you have the volsellum forceps 
pulling the cervix down it seems easy to put the 
stitches in from above downwards. If you put 
stitches in from side to side you draw the cervix 
back and make another pad or cushion below the 
connective-tissue pad which helps to support the 
bladder, while antero-posterior stitches simply draw 
the cervix forward and pull the body of the uterus 
into a position of retroversion. In some cases of 
prolapse this operation is all that is necessary, but 
very often one finds that the cervix is hyper¬ 
trophied, and therefore the second point is to 
reduce the weight of the uterus by amputating as 
much of the cervix as one finds advisable, taking 
care not to injure the bladder or rectum,-and not to 
open into the pouch of Douglas. A circular 
amputation is the best. The third point is the 
strengthening of the pelvic floor. Many and various 
operations have been devised for strengthening 
the pelvic floor, but they are in two distinct 
categories. There is the Lawson Tait group ot 
operations, which are of use when you find a 
cicatrised condition of the posterior vaginal wall 
and perinaeum, and a loss of tissue somewhat 
analogous to that which one has in hare-lip. And 
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in those operations, of course, one has to keep 
every piece of tissue one can in order to have a 
good union afterwards. On the other hand, there 
is the other class of case where you have a 
redundancy of the posterior vaginal wall with a 
rectal pouch, and an enormous increase in the 
amount of tissue. In those cases the Hegar or 
Kelly’s operation, which is practically a posterior 
colporrhaphy as well as perinaeorrhaphy, that is to 
say the removal of the superfluous portion of the 
posterior vaginal wall and sewing up the tear in 
the perinaeal body, is the better. The important 
point in these operations is that you must sew the 
edges of the torn muscles together, and it is im¬ 
perative when one is dissecting up the flap of 
posterior vaginal wall to go deeply into the lateral 
fomices where the tear occurs, to find the muscle 
edges. Having defined your muscle edges on each 
side, you unite them with buried catgut sutures. 
One may get very good results from deep sutures 
of silkworm-gut, passing through from side to side 
after having dissected up the vaginal flap, but the 
results are infinitely better if you take the trouble 
to define the edges of the torn muscle, and sew 
them together with buried sutures before putting in 
the supporting sutures from the outside. Other 
operations which are sometimes spoken of in con¬ 
nection with prolapse, such as ventro-fixation and 
suspension by the various ligaments, may be of use 
in very bad cases, in addition to the operations on 
the anterior fornix, cervix and perinaeum. But there 
is absolutely no use in doing ventro-fixation for 
prolapse without doing these other operations as 
well. What happens in these cases is that you get 
the uterus firmly attached to the abdominal wall, 
and you find the condition of prolapse recurring 
with the cervix once more protruding from the 
vulva, and the fundus attached by a ligament to 
the abdominal wall, and the sound passing in six, 
eight, or even ten inches. The injection of paraffin 
into the cellular tissue round the anterior fornix 
and the lateral fornices has been tried, and with 
some success, as also the injection of quinine 
into the broad ligaments. These operations are 
practically directed towards the formation of some 
fibrous tissue round the fixed point of the uterus 
at the level of the internal os, and certainly may 
be tried in slight cases, or in cases where a more 
extensive operation is not considered advisable for 
-some reason. 
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THE MEDICAL ASPECT OF 
ALCOHOLISM.* 

By F. M. SANDWITH, M.D., F.R.C.P., 
Gresham Professor of Physic. 

Lecture IV. 

Although I have spoken in a previous lecture of 
some of the physiological effects of alcohol, I will 
pass over them briefly now before coming to the 
pathological effect of the drug. 

We are conscious of the fact that small quantities 
of alcohol stimulate the heart, increase the circula¬ 
tion, and cause a glow of warmth and comfort 
which is extremely pleasant, and, on some occasions, 
very beneficial. But these effects are only very 
transient, and are quickly modified by the action 
of the alcohol after it has been absorbed. 

All the powers of the body are maintained in a 
state of efficiency by a process of combustion, 
which bums up the waste matter of the body, and 
which takes place continually in all parts of the 
body by the action of oxygen in the blood. The 
blood takes up the oxygen it requires as it passes 
through the lungs, carries it to the various parts of 
the body, and gives it off to the tissues. But the 
presence of alcohol in the blood lessens its oxygen¬ 
carrying power, and thus the natural combustion is 
interfered with. In the case of very small quantities 
of alcohol this effect is very slight, but when larger 
quantities are taken it leads to an accumulation of 
unnecessary tissue, which is obvious in the man 
who drinks much, without causing actual alcoholic 
disease, in the conversion of muscle into fat, and, 
eventually, to a degeneration of the heart muscles, 
among others. 

A dose of alcohol serves to bring out the reserve 
powers of both muscular and mental work by its 
passing action as a stimulant, but it has no power 
of restoring tired energy, and of actually making 
good what has been lost, and its effect rapidly 
passes off. Alcohol stimulates the digestion by its 
sensation of warmth, which causes an increased 
flow of saliva, and also by stimulating gastric secre¬ 
tion, but when taken in large quantities or as 
undiluted spirits, it produces over-irritation of the 
lining mucous membrane of the stomach, which 
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then secretes mucus instead of healthy gastric 
juice, and hinders digestion. 

Alcohol affects the heart indirectly, for when the 
mucous membrane of the mouth and stomach is 
irritated, the heart, by a reflex action, beats more 
rapidly and strongly for a short time, this passing 
stimulus being followed by a corresponding depres¬ 
sion, when the heart beats less powerfully and more 
slowly. A large quantity of spirits swallowed at 
once, as, for instance, when a whole bottle of 
spirits is drunk at a draught for a wager, may have 
the same disastrous effect as a severe blow on the 
stomach, both having a reflex depressing action on 
the heart, causing shock or collapse, and both 
being capable of producing immediate death. 

The action of alcohol on the nervous system is 
at first indirect. By dilating the blood-vessels and 
accelerating the circulation, the vessels of the brain 
and spinal cord are dilated, and thereby stimulated, 
causing a temporary spurt of their energies, which 
is well marked in a tired man who takes alcohol, 
and who at once regains his activity of brain. But 
unless it is taken in very small quantities with food, 
the nerve centres of action and thought become 
adversely affected, for it acts directly on the nerve 
centres as a poison. 

The serene and perfect self-complacency which 
follow a large dose of alcohol are due to a failure 
of intellectual judgment, a paralysis of mental 
power, which the drinker interprets as a stimulant 
to his intellectual faculties, and when he considers 
himself especially brilliant and vivacious, he is only 
passing through the process of losing his higher 
self-control. The drug is acting as a narcotic, 
which lessens his sense of proper relationship with 
his environment. He ceases to put any restraint 
upon his words or his actions, secretiveness is 
abolished, and all his innermost thoughts are 
poured forth in ridiculous, noisy and senseless talk. 
" In vino veritas ,” said the ancients, and the 
drunkard may reveal his innermost self, which he 
had better kept concealed, “ The faculties of his 
mind thus let loose,” says Sir Lauder Brunton, “are 
like a fly-wheel from which a break has been 
removed.” 

The poison affects the cerebral lobes, and as all the 
parts of the cerebro-spinal system become involved, 
the individual finds a hazy film obscuring his 
vision, and, while the head becomes light, the 
equilibrium becomes unstable, objects appear 


double, and he falls insensible to the ground. 
Only those automatic centres are not involved 
which regulate and maintain the circulation and 
respiration, but in extreme ca^es even these may 
become affected, their paralysis becomes complete, 
and the coma of drunkenness may end in death. 

It has often been remarked that a special Provi¬ 
dence watches over drunkards, which means that 
they enjoy a special immunity from the conse¬ 
quences of the injuries they receive in their 
drunken incapacity. The reason of this immunity 
probably is that the nerve ,centres which regulate 
the heart and vessels are paralysed by the drug, 
and are therefore not affected by the shock of an 
injury, which would so much distress the heart of 
a sober man as to cause instant death. I remember 
a drunken English soldier stepping out of the third 
floor window of his barracks in Egypt, and falling 
with such force on the hard, sun-baked ground 
below that he left the complete indenture of his 
body outlined on the soil, but beyond a broken 
limb or two he was none the worse for his fall. 
Leslie Stephen told a story of a drunken Swiss 
guide who fell over a deep precipice and yet 
sustained little injury, though the fall seemed to 
those who were with him inevitably fatal. He 
therefore gave it as his advice, either not to fall 
over precipices, or to get thoroughly drunk before 
you do so. 

Acute alcoholic poisoning is the effect of a large 
quantity of alcohol being taken, causing collapse 
from the effect of the poison in the stomach. From 
this the patient passes into a state of coma as the 
alcohol is absorbed by the system and its narcotic 
action affects the nerve cells of the brain. A man 
found in this condition is often rendered much 
worse by sympathetic bystanders, who, unconscious 
of the cause of his illness, hasten to administer 
alcohol. The patient can generally be roused by 
slapping the face with a wet towel, or by applying 
the electric battery; there may be muscular twitch¬ 
ing or convulsions, and the alcoholic poisoning may 
not infrequently end in an attack of epilepsy, 
which is specially liable to occur when the patient 
is subject to epileptic attacks, or has a hereditary 
tendency to them. Some alcoholic drinks, 
especially absinthe, are very conducive to epileptic 
attacks, their toxic effect having this result on the 
nerve centres. It is said that if you place one 
drop of absinthe in the eye of a dog the animal 
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will at once begin to tremble all over as a result of 
the poison. 

Although most cases of acute alcoholic poisoning 
recover, in others the coma deepens and the patient 
dies. The treatment is to wash out the stomach 
when the case is one of extreme poisoning, and to 
rouse the patient by the use of the battery or by 
slapping the body with wet towels. 

In an ordinary attack the drunkard sleeps off the 
effects of the poison, waking up with a dry tongue, 
feverish, exhausted, with intense headache and 
nausea. Unfortunately the ill-effects of a drunken 
bout are temporarily removed by another dose of 
the poison, besides which the sense of elation this 
again produces is gratifying if the drunkard has 
had any feeling of remorse for his condition. Con¬ 
tinuous excess in spirit drinking appears to paralyse 
the nerves which cause the discomfort after the 
early attacks, so that all unpleasant consequences 
of drunkenness disappear until organic degeneration 
is produced in the various organs, giving rise to 
local disease. 

The man of weak will-power may easily pass 
from being a moderate drinker to becoming a 
chronic drunkard, producing a condition of chronic 
alcoholism with its toxic effects on all the organs 
and tissues of the body, more especially on the 
digestive and nervous system. 

It is very rare to find a man who has become a 
chronic inebriate, who can state, even approxi¬ 
mately, when he began to exceed. As a rule he 
can boast that he never, or only very rarely, is 
actually drunk, but this class includes the 
“soakers,” the steady dram drinkers, who rarely 
can manage to get on for more than a few hours 
without alcohol, and thereby acquire a tolerance for 
the poison; that is, their system adapts itself, up 
to a certain point, successfully to resist it. This is 
usually a matter for boasting, the possession of a 
so-called “ strong head ” being supposed, perhaps, 
to be the accompaniment of a strong brain. 

But this tolerance carries with it the penalty that 
the owner becomes increasingly dependent upon 
alcohol, for abstinence from it even for a few hours 
makes it impossible for him to keep on his ordinary 
mental and physical level. “ In severe cases,” 
says Dr. Hare, Medical Superintendent of the 
Norwood Sanatorium, “ the chronic inebriate lives 
in constant terror of finding himself so placed as 
to be unable to procure alcohol in adequate 


amount, feeling assured that in those circumstances 
he would be more than threatened with some grave 
nervous complication.” 

If continued excess of alcohol is persisted in, 
there arises a failure of appetite, the tongue is 
furred, and there is a sensation of sinking in the 
stomach in the morning till more drink has been 
taken ; obstinate vomiting may follow, which may 
eventually lead to death from exhaustion. By this 
time the gastric glands have ceased to perform their 
work, the mucous membrane of the stomach, 1 
constantly excited by the stimulant, has become 
thickened, and the bowels are chronically con¬ 
gested. The effect of spirits on the stomach is to 
prevent the assimilation of food, and the man is 
practically starved, which accounts for the great 
emaciation seen in some spirit drinkers. 

A wise physician, Dr. Murchison, told us when we 
ware students that it was unnecessary to ask a 
hospital patient how much alcohol he consumed, 
because he would be unlikely to tell the exact 
truth. He preferred, therefore, to ask him what 
kind of a breakfast he could eat, and if the man 
replied that he was a poor breakfast eater, and had 
a sinking at the stomach, which was only relieved 
by an alcoholic drink, he at once suspected 
cirrhosis of the liver. 

Alcoholic cirrhosis of the liver .—The word 
“ cirrhosis ” is derived from the Greek, and refers to 
the yellow, tawny colour, assumed by the tissue of 
the liver, which becomes permeated, more or less, 
by a newly developed fibrous tissue. The degree 
of cirrhosis has no certain relationship to the total 
amount of alcohol consumed, and many patients 
confess to a habitual alcoholic excess, and yet 
show no signs of this special change in the liver. 
Roughly speaking, it is most likely to be met with 
in those who regularly drink spirits on an empty 
stomach, who indulge, in fact, in the practice of 
constant nips, “ to keep out the cold.” It is three 
or four times as common in men as in women, and 
exceptional cases have been recorded in children as 
young as six years of age. One sytch child who 
lived in a very alcoholic environment had the habit 
of tossing off the contents of the glasses left after 
| the feasts of the household. In another the 
disease was traced to the long-continued use of 
steel wine, improperly administered by the parents 
as a tonic. 

Not nearly so much blood passes through the 
kidneys as through the liver, but here also the 
tissue is poisoned in many instances, producing 
fatty degeneration, and as the kidneys cannot do 
their appointed work in ridding the body of waste 
matter, this is retained and forms a poison, which 
ends in stupor or convulsions and the death of the 
patient. 
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The respiratory passages, the lungs, bronchial 
tubes and throat are very much affected by 
excessive indulgence in alcohol. Most drunkards 
suffer from chronic laryngitis, the back of the 
throat being red and congested and the voice 
hoarse. Frequently the congestion extends to the 
bronchial tubes, and most drunkards have a 
chronic bronchial cough with much discharge of 
mucus. There used to be a superstition, as 
inexplicable as many medical superstitions, that 
drink protected a man from consumption. Exactly 
the reverse is the case. Tuberculosis is very 
common in drunkards. A typical case, which is 
familiar to me, may be mentioned. An ex-soldier, 
with a wife and family, became a porterat acinemato- 
graph theatre in London. He had been a steady 
man, healthy, and a good husband and father. 
At first he returned home daily for his mid-day 
meal, and his wife prepared an appetising supper 
for him when he came home late at night. 
Gradually she noticed that he found it convenient 
to get his dinner at a public-house, complaining 
that the walk home took up too much time ; then 
he had no appetite for supper and suffered from 
sickness in the morning, starting off to his work 
without breakfast. Then followed a cough and 
much expectoration, and his wife became alarmed 
lest he was consumptive. She persuaded him to 
visit a hospital, and the doctor drew his story out 
of him. He had been invited by friends, 
employers and many others to take constant nips 
of spirit at a handy public-house, and though he had 
never been actually drunk, he was gradually poison¬ 
ing himself with alcohol, his digestion was impaired, 
his appetite gone, and the effect of the alcohol had 
so debilitated him that the ubiquitous tubercle 
bacillus had found a suitable soil, had met with 
no resistance in his enfeebled system, and had laid 
its sinister hold upon his frame. 

Cases of tuberculosis in alcoholic subjects gene¬ 
rally run a rapid course, the frame having little 
resistive power, and being choked, in many instances, 
by an excess of fat. 

We have seen how a single large dose of alcohol 
paralyses the nerve centres, the highest being the 
first to be affected. It is therefore easy to under¬ 
stand how the nerves become gradually poisoned 
by continued indulgence. 

Although there is no specific lesion of the brain 
in alcoholics, its functions, constantly impaired 
during fits of intoxication, become permanently 
weakened, and there follows loss of mental power. 
The blood-vessels supplying the brain are thick¬ 
ened, and the nerve centres themselves are affected. 
by the excess of connective tissue which alcoholism 
induces, and which comes to press upon the nerve- 
cells and fibres, till it causes them to waste away. 
A feeling of numbness, headache and giddiness 
occurs frequently, but what is most noticeable to 
those who have the misfortune to live with a 


drunkard, is the fact that his moral character 
becomes unstable, his judgment is impaired, and he 
becomes intensely selfish, untruthful and unreliable, 
with no control over his passions and his appetites. 
Thus the original sin leads to other forms of vice, 
and, whilst the individual rapidly loses the power 
of physical resistance to disease, he as rapidly loses 
his power of self-restraint, and, having first become 
childishly irresponsible, he presently ceases to have 
all semblance to a rational, moral creature, and 
becomes one of the most miserable creatures on 
God’s earth. No reliance can be placed upon the 
account he gives of the amount to which he 
indulges, nor upon his promises of reform ; he may 
deceive himself as well as others, but, whatever his 
intentions, he is physically unable to resist the 
smallest temptation to indulgence. Having ceased 
to be a rational being, there is no hope of recovery, 
unless he is put under physical restraint. 

The heart is affected, like the other organs, by 
fatty degeneration, owing to the want of proper 
oxidation of the blood which is necessary for the 
combustion of waste matter. There is a consequent 
accumulation of fatty tissue, which may seriously 
embarrass the heart. Besides this, the direct 
action of alcohol on the heart muscles causes it to 
lose some of its contracting power, so that it 
becomes permanently dilated, and unable to per¬ 
form its muscular contractions as the necessary 
pump. 

People who lead a sedentary life are much more 
easily affected by alcoholic poisoning than those 
who live in the open air and take a great deal of 
exercise, for, in the latter, combustion is going on 
very fast, which counteracts the check on this 
process due to the alcohol. Pure air and hard 
physical work counteract the evil effects of the 
drug, so that a great deal more can be absorbed 
without causing much damage to the tissues. 

There is a great difference, also, apparent to all 
who ever drink alcoholic liquor, as to the time of 
drinking it. When taken during a meal, or after 
food, its effect is very much modified, but when 
taken into an empty stomach, it comes into direct 
contact with the whole surface of that organ, and 
instantly produces a strong reflex action on the 
heart. It is absorbed more quickly and in a 
concentrated form, and affects the brain more 
powerfully. 

I have seen an imprudent and very thirsty 
person, who drank off a single glass of champagne 
before beginning his dinner, quite overcome with 
the action of the wine, whereas, if he had waited 
to take it after his soup, he would probably have 
felt no ill-effects whatever. 

The same cause and effect apply to diluted 
alcohol, which has a much more modified action 
than neat spirits. The habit of “ nipping ” between 
meals is exceedingly injurious, and everyone should 
be cautioned against such a dangerous custom. It 
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produces a condition of alcoholic poisoning in 
people who have always considered themselves 
sober, but who have, by this bad trick, uncon¬ 
sciously caused degenerative changes in nearly 
every organ of their body. 

The appearance of a drunkard varies according 
to the way in which the poison affects his health, 
but the impairment of combustion generally leads 
to an accumulation of fat, which gives the skin a 
soft touch, the features are flabby and bloated, and 
the nose becomes permanently swollen and red, 
owing to dilatation and congestion of the capillary 
vessels. His eyes are watery, he perspires easily 
and is generally pale, while there is a tendency to 
acne and a blotchy, pimply complexion. 

The influence of alcohol on gout is very marked, 
and Dr. Garrod, the well-known authority on that 
disease, goes so far as to say that “the use of 
fermented liquors is the most powerful of all the 
predisposing causes of gout—nay, so powerful that 
it may be questioned whether gout would ever have 
been known to mankind ” had there been no indul¬ 
gence in alcohol. Fermented liquors, wines and 
strong beer and ale favour its occurrence to a 
much greater extent than distilled spirits, and thus 
we find that in countries where spirits are largely 
drunk to the exclusion of other alcoholic drinks, 
as in Ireland, gout is practically unknown, and 
Russians, Poles, Swedes and Danes, all great spirit 
drinkers, are reported to be free from it. It is very 
uncommon among hospital patients in Scotland, 
where, as Sir Lauder Brunton tells us, “ Sir Robert 
Christison, during thirty years' experience in the 
Royal Infirmary at Edinburgh, only met with two 
cases of gout, and both of these were fat and over¬ 
fed English butlers.” Other Scottish practitioners 
report an equal absence of gout among their Scotch 
patients. In countries where small beer is the 
popular beverage, such as Holland and Lapland, 
gout was almost unknown till the use of wine 
became commoner, when it appeared more 
frequently. Strong ales and porter are, however, 
very conducive to gout, and the effect of these 
drinks in large quantities was noticed on the Irish 
peasants who are largely employed in raising ballast 
from the bottom of the Thames during ebb tide. 
They have no hereditary predisposition to gout, 
but many have become affected by it, apparently 
owing to drinking porter, sometimes as much as 
two or three gallons a day. The lighter wines do 
not predispose to gout, but the heavier wines, 
especially port, will readily awaken the sleeping 
demon in those who have a hereditary tendency to 
it, and a few years' indulgence in port or sherry 
may produce that disease even when there is no 
predisposition. Champagne will bring on an attack 
in a gouty subject, and both in the case of cham¬ 
pagne and cider a dry brand acts less readily as a 
cause than a sweet one. Gouty old gentlemen will 
always blame the sweetness of the champagne they 


have enjoyed the night before an attack rather 
than their own indiscretion in taking it at all. 
According to. statistics, 50 to 60 per cent, of all 
cases of gout can prove the existence of the disease 
in parents or grandparents, which shows the strong 
hereditary factor in causing the disease, and it is 
said to be more readily transmitted by the father 
than the mother. Over eating on the part of those 
who do not take plenty of exercise is almost as 
frequent a cause as alcohofic drinking, but it is a 
mistake to suppose that it is a disease confined to 
those who live luxuriously. 44 Poor man’s gout ” is 
a common disease in this country, brought about 
by indifferent food, bad hygienic conditions of life, 
and too liberal an allowance of beer. People with 
an inherited tendency to gout should regulate their 
life as hygienically as possible; open windows, 
plenty of exercise, moderation in food and absten- 
j tion from alcohol will keep the enemy at bay. 

Gout is rare in the United States, where the 
popular alcoholic drink is whisky, but I have seen 
cases there even in negroes, provided they had been 
excessively addicted to beer. In the Mussulman 
population of Egypt I never saw* gout except 
among those who had learnt to drink beer to excess 
in Europe. 

Chronic inebriates are the most likely subjects 
for the alcoholic breakdown we call delirium 
tremens, also known under its popular name of 
44 the horrors.” It is occasionally seen in people 
who have not indulged habitually, when it follows 
a single debauch. In such cases the subject is 
probably a person of unstable nervous tempera¬ 
ment, the offspring of inebriate parentage, or is of 
nervously degenerate stock. As a rule it occurs as 
a crisis in the course of chronic alcoholism, and is 
the result of “the long-continued action of the 
poison on the brain.” The attack is generally 
preceded by a short spell of abstinence from drink, 
which is thought by some to be the cause of the 
outbreak, but it may as reasonably be supposed 
that this abstinence is the result of the premonitory 
symptoms, a total failure of appetite, vomiting and 
distaste for alcohol. This abstinence is, however, 
not invariable, the drunkard sometimes continuing 
to drink till his symptoms become too severe to 
allow it. In a chronic drunkard an attack may be 
suddenly brought on by an accident, an injury, a 
shock, or a disease like pneumonia. 

The attack begins with restlessness, tremulous¬ 
ness, depression and sleeplessness, and when sleep 
does come it eventually brings with it terrifying 
dreams, generally of something loathsome, creeping 
insects, slimy vermin or ghostly black rats. Then 
the dreams appear to haunt the patient by day 
also, hallucinations crowd upon him and 44 the 
horrors” never leave him. And whilst the tremor 
of his body increases, he is never quiet, fidgeting, 
picking, restlessly moving his hands and whole 
body in ineffectual and incessant activity. There 
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is continuous talk of the horrible visions which 
are passing before him. I remember one man 
who suffered agonies of mind because he said that 
while he lay in bed in a tiny room, there were five 
devils playing nap behind the looking-glass on the 
chest of drawers. To get rid of these gruesome 
fancies the patient tries to get away from himself, 
and often seeks, in the most, determined manner, 
to commit suicide or do himself some other injury. 
Occasionally he becomes violent and attacks the 
attendants, under the belief that they are his 
enemies, but as a rule careful management and 
tact will control him. Strait-jackets, bandages 
and leather wrist bands were formerly used, but a 
sufficient number of attendants should be able to 
manage the most obstreperous case without such 
barbarous appliances. 

The delirium, with no rest or sleep, continues 
from two to four days, after which the patient 
generally falls into a quiet sleep, and wakes up with 
his symptoms gone, though the tremor remains 
for some time. But in severe cases, especially 
where there have been several previous attacks, 
graver symptoms may supervene, a high temperature, 
pneumonia or collapse may set in and cause death. 
Occasionally the attack is complicated by epileptic 
seizures, when the outlook is very grave. In other 
cases, again, the delirium tremens may be prolonged 
and even persist as chronic mania. 

Sir Thomas Watson, late Physician in Ordinary 
to Queen Victoria, and at one time Physician to 
the Middlesex Hospital, has given more than one 
good account of tbe disease as he saw it in his 
practice. He^wrote in 1843, when, I may remind 
you, drunkenness was a much more prevalent vice 
than it is now : 

“ The disease is very common in this country, 
for its causes are in common and powerful opera¬ 
tion. You will meet with it in every walk of life. 

. . . Let me remind you in a few words of the 

peculiar characters of the delirium. If you question 
the patient about his disease, he answers quite to the 
purpose; describes in an agitated manner his 
feelings, puts out his tongue, and does whatever 
you bid him, but immediately afterwards he is 
wandering from the scene around him to some 
other that exists only in his imagination. Generally 
his thoughts appear to be distressful and anxious; 
he is giving orders that relate'to his business, to 
persons who are absent, or he is devising plans to 
escape from some imaginary enemy. He is haunted 
by ocular spectra, fancies that rats, mice or other 
vermin are running over his bed, sees spiders 
crawling on the ceiling, or a horse’s head thrust 
through the wall of his room. He addresses 
remarks to strangers whom he erroneously believes 
to be present. He looks suspiciously behind the 
curtain, or. under his pillow, and he is perpetually 
wanting to get out of bed, but he is readily induced 
to lie down again. It is seldom that he meditates 


harm, either to himself or to others ; there is rather 
a mixture of cowardice and dread with the delirium. 

“ I shall never forget the markings of terror 
expressed in the features of one patient, whom I 
visited in the middle of the night at an hotel near 
my house . . . and who declared that the Devil in 
person was menacing him from a corner of the 
room . . . We had a porter (an old soldier he had 
been) at the Middlesex Hospital, who was of great 
use to us as a subject to practise upon, and to show 
to. the pupils. I never saw him so drunk as to be 
unable to perform his duties; but I cannot 
conscientiously say that I ever saw him sober. 
Every three or four months we were sure to have 
him in the wards with delirium tremens; but 
in one of these attacks he slipped through our 
fingers.” 

There is great divergence of opinion as to the 
relation of alcoholism to insanity. Dr. G. M. 
Robertson, Superintendent of the Royal Edinburgh 
Asylum, states in his last annual report that the 
number of admissions was x 179, excessive indul¬ 
gence in alcohol having been the exciting cause in 
17*8 per cent, of the total number. It was alleged 
to have been the. cause in no less than 28 9 per 
cent, of the male admissions, or more than double 
the proportion for the* previous year. This rise, 
he thinks, is probably due to the increased amount 
of drinking which accompanies an improvement in 
trade and wages. 

Dr. Hyslop says : “ With regard to insanity, 
there is some difference in experience as to the 
relative frequency of alcohol in its causation. This 
difference ranges from between 10 and 30 percent. 
... My own experience leads me to believe 
that alcohol is either a direct or an indirect factor 
in the causation of at least 50 per cent, of the cases 
of insanity.” 

Conclusions of this kind are unconvincing, 
because of the difficulty in deciding how far the 
insane patient was of normal mental capacity before 
alcohol affected him. We have seen that people 
of unstable nervous temperament are incapable of 
tolerating even a small dose of alcohol. To quote 
from the report of the Commissioners in Lunacy 
for 1911: “A quantity of alcohol which may be 
consumed daily by a man of inherited sound mind 
without apparent harm, is sufficient to make a 
potential lunatic anti-social and certifiable.” 

Those in charge of inebriates attribute a great 
deal of inebriety to mental deficiency. Dr. Branth- 
waite, Government Inspector under the Inebriates 
Acts, says: “ There is no doubt whatever, in 
detaining and treating persons sent to us under the 
Inebriates Act, that we are dealing to a large 
extent with a class known as feeble-minded. . . . 
It would be difficult to find many more than about 
a third of all persons under detention capable of 
passing muster as of average mental capacity.” I 
have told you that people who have persisted in a 
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long course of alcoholic drinking are extremely 
subject to cirrhosis of the liver. But only very 
few patients in asylums show symptoms of this 
disease, which tends to prove that the asylum 
cases have not been heavy or long-continued 
drinkers. If they had a tendency towards it, their 
feeble mental powers gave way before the liver had 
time to become seriously affected. A well-known 
exception to this rule is that of the notorious Jane 
Cakebread, who was convicted of drunkenness 
nearly 400 times, and finally died of advanced 
cirrhosis of the liver and dropsy in an asylum. 
There is more insanity in rural districts than in 
cities, although there is more drink in the towns, 
but it is the more vigorous who migrate to populous 
centres, leaving the feeble and unenterprising 
remnant in the country, and it is from these that 
the insane spring. As an argument that insanity 
has little immediate relation to drink, a higher 
percentage of Jews is subject to insanity than 
Christians, and yet the Jews are not given to 
alcoholism. Further, we can maintain that alco¬ 
holism is steadily on the decline, but, unfortunately, 
insanity is not. All this supports the argument 
that alcoholism is not the principal direct cause 
of insanity, that it is only very seldom so, but that 
in a very large proportion of the cases it is the 
principal extrinsic cause, the last push, we may 
say, which sent a feeble, slightly deficient brain 
over the border-line into the realms of certifiable 
cases. 

When we examine criminal statistics we find 
that alcoholism leads to crimes against the person, 
but not against property. Dr. W. C. Sullivan, 
medical officer in the prisons service, reckons that 
“ alcoholic intoxication is answerable for about 60 
per cent, of indictable crimes of violence, and for a 
rather higher proportion of minor offences of the 
same class. ... It is probably the cause of nearly 
half the crimes or lust,” but it “ makes no appreci¬ 
able contribution to crimes of acquisitiveness.” The 
National Society of Prevention of Cruelty to 
Children calculates that 90 per cent, of the cases 
in which it is called upon to interfere, cases of 
suffering, brutal injury and neglect, causing indes¬ 
cribable moral and physical harm to helpless 
children, are directly due to drunken parents. 

The relation of poverty to alcohol is impossible 
to determine. In times of prosperity, as I have 
said, there is more drink. When times are bad, 
there is less money spent in the public-house as 
well as elsewhere. It is obvious that drink is the 
indirect cause of poverty in a very large proportion 
of cases, because it leads to incapacity and loss of 
work. Sir Thomas Oliver, the well-known authority 
on diseases of occupation, says: “I am con¬ 
vinced that some of the accidents which occur in 
our shipyards, docks, and on wharves, are the 
result of alcoholic intoxication, not of an immediate 
intoxication of the individual, but that, as a conse¬ 


quence of repeated and excessive indulgence in 
alcohol, there are created conditions of the nervous 
system which interfere with personal effectiveness, 
and deaden that respect for the dangers which are 
ever present when work is carried on under con¬ 
siderable pressure.” A larger number of accidents 
occur on Monday than on any other day of the 
week, or shortly after a ship has put to sea, not 
because the men are drunk at the time, but 
because they have not yet eliminated the poison of 
alcohol from their system after the previous day’s 
debauch, their nerves are not steady, and their 
judgment is obscured. 

Remember the old proverb: “Joy, temperance 
and repose slam the door on the doctor’s nose.” 
If anyone wishes to be convinced of the injury 
which alcohol does to the body, he had better 
study the tables of insurance companies. Needless 
to say, drunkards are not accepted on any terms by 
any insurance company, but in some institutions 
even the moderate drinkers are put under a 
separate category to the total abstainers, and the 
results prove that the abstainer has a great advan¬ 
tage over the moderate drinker. There is no 
doubt that the effect of alcohol upon longevity is 
most injurious. “In intemperate persons,” Sir 
Lauder Brunton tells us, “ the mortality between 
twenty-one and twenty-five years of age is five times 
as great, and between thirty and forty years of age 
four times as great as that of the temperate.” This, 
you will observe, is at the prime of a man’s life, 
when he should be producing a maximum of work, 
and when, also, he is usually the father of a young 
family. The effect of this condition of things on 
poverty is obvious. 

For the treatment of any form of alcoholism, be 
it dipsomania or chronic alcoholism or any other 
alcoholic condition, there is but one course- 
permanent and total abstinence is the absolutely 
essential condition of success. It is extremely 
difficult to persuade either the patient or his 
friends of this fact, and, as a consequence, there is 
a large number of cases who have been cured, 
have left the sanatorium or institution well, with 
the fixed determination that nothing shall persuade 
them to exceed again, who relapse within a short 
time, because they have not grasped the initial 
fact that even a moderate indulgence in one who 
has been a drunkard will lead inevitably to a 
relapse into his former condition. The practice of 
hypnotism is not yet, and perhaps never will be, 
considered as the usual work of the family medical 
adviser. Its successful application requires so 
much time and such special experience that it will 
doubtless remain a special branch of medical 
practice. Formerly England was described as 
“ always the last to enter into the general move¬ 
ment of the European mind”; but even in this 
country prejudice, incredulity and ignorance are 
gradually giving way before the modern study of 
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the physiological side of hypnotism, which we owe, 
since 1884, to Professor Bernheim, of Nancy, and 
his disciples. It is only of recent years that a 
medical man in England has felt it possible to 
employ hypnotism without the risk of incurring 
professional disparagement, or even loss of reputa¬ 
tion. It is now recognised that ft is of distinct 
value in the cure of some cases of undesirable 
habits, such as inebriety. The prejudice against 
the use of hypnotism was partly due to the 
marvellous and mysterious character of the 
phenomena produced by means of it. But if we 
can grasp the idea that hypnotism supplies us with 
a valuable means of diverting nervous energy ffom 
one part of the body to another, so as to lead to 
the weakening of one nervous habit and the 
replacement of it by a more desirable habit, we 
shall become less afraid of this aid. 

There are three classes of institutions for the 
reception of inebriates : (1) There are eleven certi¬ 
fied inebriate reformatories, to which patients are 
committed by the courts. (2) State inebriate 
reformatories, which are of a more penal nature 
and are intended for refractory patients. Of these 
there are two, one for women and one for men. 
(3) Licensed retreats for voluntary patients. The 
inebriate reformatories, established by the Ine¬ 
briates Act of 1898, attempt to provide more 
satisfactory treatment for those who commit crimes 
by reason of habitual drunkenness, and for those 
who are convicted repeatedly at police-courts of 
drunken and disorderly conduct. Previously, the 
procedure was to send persons of this class to 
prison with short sentences, and there are cases on 
record of some individuals who have been fined or 
imprisoned more than 300 or 400 times during 
their lives. An occasional week or two in prison 
with its compulsory abstinence from alcohol, with 
regular diet and exercise under medical super¬ 
vision, affords an excellent opportunity for tem¬ 
porary recovery from drinking bouts. But when 
the term of imprisonment was over, the individual 
returned to habits of unchecked drunkenness until 
physical or mental unfitness supervened. There¬ 
fore the system was adopted which has for its 
object reformation rather than punishment. The 
wiser magistrates now give longer periods of 
detention in order to aid recovery by medical treat¬ 
ment to normal health. Life in the reformatory is 
avowedly one of pleasant surroundings with good 
moral influences and regular work ; and, last but 
not least, inmates are encouraged to make a fresh 
start in life, under conditions of renewed mental 
and physical vigour. The 1910-1911 report of the 
Prison Commissioners says that self-control in 
many of these cases is practically absent, and they 
are peculiarly susceptible to the exciting action of 
alcohol, so that “the difference in the result 
between simple assault, wounding, manslaughter or 
murder becomes entirely dependent upon circum¬ 


stances, the presence or absence of a knife, for 
instance, or the presence or absence of restraining 
influences.” It is a pity that these unfortunates 
cannot be refused liberty until steps have been 
taken to ensure their leading lives of total absti¬ 
nence, for they are so weak-minded that even one 
glass of intoxicating liquor can, as it were, anaesthe¬ 
tise their feeble brains and blot out all their good 
resolutions for the future. About 800 habitual 
inebriates are being treated in the three classes of 
institutions, but it must be admitted that the 
results are disappointing, and this is largely due 
to the fact that a very considerable proportion of 
the patients belong to that most difficult class, 
the mentally defective, who are not certifiable, 
who cannot be detained or isolated, who are the 
authors of a large percentage of the crimes com¬ 
mitted in this country, but who, irresponsible and 
often vicious, are allowed to move unchecked 
among us and to propagate their kind. The 
sooner Parliament can find time to deal with this 
class of persons the better for us all. 

Drunkenness is a crime, the magnitude of which 
even a temperance reformer can hardly exaggerate, 
but let us keep our heads about it. When a leading 
temperance reformer refers to it as “ the wide¬ 
spread evil which now threatens us with national 
disaster,” he speaks as if it were a growing evil, but 
no one who has carefully studied the history of 
alcoholism can fail to be convinced that, great as is 
the evil, it is slowly, far too slowly, but still surely, 
passing away, and we may safely build on the belief 
that saner and more temperate days are in store. 
Let us turn in conclusion to that sound and con¬ 
vinced optimist, Professor Huxley, who wrote, in a 
lecture upon Harvey : “lam one of those people 
who do not believe in the natural decay of nations ; 
I believe, to speaK frankly, that the whole theory is 
a speculation invented by cowards to excuse knaves. 
My belief is that so far as this old English stock is 
concerned, it has as much sap and vitality and 
power as it had two centuries ago, and that with 
due pruning of rotten branches and due hoeing up 
of weeds which will grow about the roots, the like 
products will be yielded again. The weeds to which 
I refer are mainly three: The first of them is dis¬ 
honesty, the second is sentimentality, and the third 
is luxury.” 
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A CLINICAL LECTURE 

ON 

CARDIAC FAILURE. 

Delivered at St. Bartholomew’s Hospital. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, —You will often hear us talk at con¬ 
sultations and in the wards of what we call cardiac 
failure, and it is a perfectly well-known group of 
symptoms. Abroad they call it “ asystolie.” What 
I want you to understand in the first place is" the 
group of clinical symptoms which it denotes. You 
may divide them into two or three different classes. 
The first great symptom which you find is cyanosis, 
a symptom showing the deficient aeration of the 
blood. When you ask yourself how exactly 
cyanosis is caused it is not quite so easy to deter¬ 
mine. I suppose there are two factors in it. One 
is that the blood is going more slowly round the 
circle than usual, that the average rate of the blood- 
corpuscle is slower, and that therefore it is de¬ 
prived of more oxygen in order to supply the 
needs of the system than would be the case 
if it took less time about it. The second factor 
which is largely concerned in it is the congestion 
of the capillaries of the lung which you find in 
these cases, and which prevents the air getting at 
the individual blood-corpuscles. You can easily 
understand that if in a normal capillary you had 
only one row of blood-corpuscles and the air could 
get at them well and easily, and then you stopped 
the blood-current so that there were crowds of 
rows of blood-corpuscles and the capillaries were 
greatly dilated, the air could not get at the cor¬ 
puscles with the same ease as in the normal 
lung. That is the first symptom. And the next 
is the group of symptoms which depend on the 
action of the heart. The first of them is pal¬ 
pitation, which means that the heart is actin 
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excessively, is trying to do friore than it should, 
is overworking, and betrays itself by the feeling 
that the patient has of excessive knocking and 
thumping of the heart, perhaps an irregular move¬ 
ment of the heart, which he calls palpitation. 
That is the result of dilatation of the heart on the 
one hand, hypertrophy of the heart on the other 
hand. They are nearly always combined together. 
The second is the effect on the pulse. The 
diminished power of the heart betrays itself, first of 
all by the smallness of the pulse—remember, I am 
speaking of the [times when the heart is failing, not 
when it is compensated for—and next by its 
irregularity, both in force and in rhythm, so that 
not only is its rate unequal but the strength of 
each particular beat is unequal. And that may be 
due to two things : to simple weakening of the 
cardiac tissue itself, or to some change in the con¬ 
ductivity of the heart in transmission of impulse. 
So far as the blood-pressure is concerned, when 
the heart is compensated the pressure may be 
high, but when the heart begins to fail the blood- 
pressure sinks too. Then we come to the third 
group of symptoms, which consist of the effects 
of cardiac inefficiency upon otner organs. And 
the first organ which you always look at in these 
cases is the lungs. The first effect of inability 
of the left side' of the heart to perform its work, 
whether that be due to obstruction of the blood* 
as in mitralf stenosis, or to retropulsion of the 
blood, as in mitral regurgitation, is always felt in the 
lungs, and you can easily see that the result of either 
of those forces must necessarily be increase of 
blood-pressure in the lungs themselves, the 
damming back of the blood in the lungs, and 
great congestion in consequence. And I think 
that whenJ the right side of the heart yields, as 
it does a little later on, the lungs very often 
recover to a certain extent, and the pressure is 
transferred through! them to organs further back— 
the liver, etc. You can easily understand that the 
heightened blood-pressure in the lungs is largely 
due to the fact that the right side of the heart is 
acting forcibly; the right side squeezes blood into 
the lungs, and mitral disease prevents it getting 
forward or forces it back. Between the two the 
lungs become congested, and when the right side 
becomes weak and yields the pressure behind is 
less, and the pressure in front is able to pass 
through the lungs and to be partly transferred 


further back. I think the worst condition of the 
lungs is either at first, before the right side yields, 
or at the very end when all the heart is yielding 
together. There is a middle period when I have 
often seen the lungs less affected than they were at 
first. If congestion goes beyond a certain point 
you have such venous stasis that there is a regular 
haemorrhage into the lungs, which shows itself 
clinically by haemoptysis, and further, that 
haemoptysis may be due not merely to congestion 
but to what we call infarcts in the lungs, embolisms 
produced by a clot coming out of the ventricle 
and lodging in one of the capillaries or small 
arteries of the lungs. When the blood is much 
delayed the blood is apt to clot even in the heart 
itself, and a little clot may be formed in the 
auricle and be swept through the right ventricle 
and through the pulmonary artery and lodge in 
one of the arterioles of the lung, producing a 
regular infarct. I show you a specimen as an 
example of infarct in the lung with heart disease, 
which was followed by haemoptysis. You can see 
the dark red patch at the base of the lung. 

When the lungs are thus congested, the symp¬ 
toms which you hear are those of bronchitis, rales 
all over the lungs, but especially at the bases, due 
to the effusion into the bronchi, produced by the 
oedematous condition of the lung-tissue. Con¬ 
gestion may lead to weakening of the lung-tissue, 
so that it is less able than usual to resist the 
attacks of microbes, and so to a low form of 
pneumonia. 

The next organ to be affected is the liver, and 
congestion there produces the nutmeg liver which 
you see in this specimen. It has become yellow 
and dark brown. The dark brown is the centre 
of the lobules, and is due to the haemorrhage and 
congestion round the hepatic veins, which began 
there. The yellow is due to slight bile tinging of 
the rest of the tissue. The spleen is often similarly 
affected, and here I show you a large congested 
spleen with an infarct. 

The kidneys are first of all congested, as in the 
specimen I show you, large, hard, purple, smooth, 
with the capsule stripping naturally, dripping with 
dark venous blood, and in life secreting albumen. 
And the second stage is that shown in the specimen 
of infarct in the kidney, caused in the same way as 
infarct in the lung. It produces haematuria and 
| albuminuria. 
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Lastly, there is the effect On the lymph cavities. 
I have shown you the effects on the solid organs. 
The effect on the lymph-cavities is to produce 
dropsy, hydrothorax, ascites, and oedema of the 
tissues. 

Now as to the causes of this condition known as 
cardiac failure. As I have told you, it must be 
always the failure of the muscular force of the 
heart to overcome the resistance which is put 
before it, and that resistance may arise inside the 
heart itself, as in ordinary valvular disease. That 
is the first class of cases, and I will read you a 
note or two of patients we have had lately in the 
wards. Remember that they form by far the com¬ 
monest class ; you have all probably seen instances. 

We have now a woman in the ward, aet. 39 
years. She had rheumatism when eight years of 
age. She has had symptoms now for six months, 
and these symptoms were shortness of breath, 
swelling of her legs, and once haemoptysis, no doubt 
due to some little thing like a patch of congestion 
in the lungs. When she was admitted to our care 
she was extremely cyanotic, there was great venous 
pulsation in her neck, and there were signs of 
mitral stenosis and regurgitation, and probably tri¬ 
cuspid regurgitation too. In other words, the right 
side of her heart had begun to yield owing to the 
pressure transferred from the left side. The heart 
is enormously enlarged. The pulse is about 116 or 
120 as a usual thing. But she has repeated attacks 
in which her heart runs at a very much greater rate 
—about 190. That is a symptom which you fre¬ 
quently find in these cases. There are two kinds 
of paroxysmal tachycardia. In some of them the 
heart apparently has no valvular disease at all. 
Yet it will at times run at a rate beyond your power 
to count, and I have counted such a heart at 240 
per minute myself. It is apparently perfectly 
natural between whiles. In other cases, such as 
this woman, there are paroxysms of tachycardia 
with a valvular lesion in the heart. In both the 
paroxysms may stop suddenly. It has been heard 
to stop actually under the stethoscope ; that 
occurred in this case, and also in a case that I 
remember of a little girl without valvular disease 
Her pulse was 240 at the time, and whilst I was 
listening to it, without any cause that I could dis¬ 
cover, it dropped suddenly to 98. To return to the 
present patient. Her pulse was irregular, the liver 
enormously enlarged, and the legs oedematous; the 


urine contained 0*2 per cent, of albumen. She 
had cough, and rdles in the bases of both lungs. 
These are her pulse-tracings, which show great 
irregularity. She is in the wards now. A very 
similar case in a girl, set. 23 years, was here at the 
beginning of this year. I had watched her for 
several years, and at last she died about the middle 
of April. In her we found what I have shown 
you on the table. First of all, she had disease of 
her mitral valves and her tricuspid valve and her 
aortic valve, and secondly she had infarcts in her 
lungs, her spleen and kidneys. And the effect on 
the lung had gone on to chronic pneumonia and 
bronchiectasis of one lobe. 

The second class is that in which the failure is 
due to primary change in the myocardium. And 
those are of two types. You often see stoutish 
elderly people who are rather blue at the end of 
the nose and ears, become very short of breath if 
they have to go upstairs, cannot walk very well, 
and generally betray symptoms which show that 
their hearts are not acting strongly. Yet you find 
no valvular lesion in the heart, and if you examine 
the radial you do not find marked symptoms 
of arterial degeneration. In those cases the 
symptoms are often due to fatty infiltration of the 
wall of the heart, sometimes combined with fatty 
degeneration of the muscle-fibres themselves. 
There is another class of heart in which the heart is 
rather fibrous than fatty, and those cases are 
generally combined with marked arterial disease. 
These cases often have chronic nephritis, or an 
arterio-sclerotic kidney, and there is generally some 
disease traceable in the coronary arteries of the 
heart. Such a case occurred the other day, and 
the microscopical sections from it are in the next 
room. The patient was a man, aet. 54 years, who 
had been a printer for twenty years. He had 
never had rheumatism but he had had syphilis 
when he was thirty-six. For six years he had had 
symptoms for which he had been in the hospital 
once at least. Six years ago when he came 
into the hospital he complained of shortness 
of breath and a stifling feeling in his chest, 
very characteristic of these cases. He had 
a little albumen then which quickly disappeared, 
and he had bronchitis and emphysema. That is 
very common also in connection with these cases, 
with fibrous heart and arterial sclerosis. At 
that time he was under the care of Dr. Ormerod, 
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and Dr. Ormerod diagnosed granular kidney with 
myocardial degeneration. He has had those 
symptoms off and on ever since, and for the three 
months before admission, which was on April nth, 
he had become very sleepless. That, too, is often 
a symptom of cardiac cases. When admitted, he 
was anxious and had orthopncea, was pale in the 
face and had dilated venules. The heart’s apex- 
beat was five inches from the middle line at first, 
which is large, but before the patient died the apex- 
beat went right out to seven inches beyond the 
middle line, and its right border more than two 
inches to the right of the middle line. The im¬ 
pulse was very much increased and there was no 
murmur at all. There was no evidence, therefore, 
to show that his condition was due to valvular 
disease of his heart. On the other hand, he had 
marked thickening of the arterioles and some 
albuminuria, and his age was fifty-four. All those 
things pointed to it being arterio-sclerosis with 
secondary degeneration of the muscle of the heart 
itself. His liver was enlarged, he had emphysema 
and bronchitis, and his legs were oedematous, but 
his urine was not that which you have in true 
chronic nephritis, except in regard to the amount 
of albumen it contained. The average secretion of 
urine was 40 to 50 oz. and the specific gravity was 
1028. In his eyes there was no evidence of albu¬ 
minuric retinitis. We found when he died that he 
had enormous hypertrophy of the heart, that organ 
weighing 22 oz., and there was general dilatation 
and hypertrophy. There was no valvular disease 
whatever. There was sclerosis of all the arteries in 
the body. That was a case in which the disease 
was due probably to ordinary arterio-sclerosis, such 
as occurs in ordinary elderly people. 

Occasionally you have symptoms in much 
younger people. This man before you is thirty- 
seven years of age. He says he had rheumatic 
fever when he was in the Navy, and he was invalided 
from the Navy in consequence. He thereupon 
joined the Army. His heart was so good that he 
served all his time and became a gymnastic in¬ 
structor. I imagine he did not have valvular 
disease with his rheumatism, as I do not think he 
could have gone through what he has if he had 
had it. So I think he had a sound heart then. 
In 1894, eighteen years ago, he had syphilis. For 
two years he has had palpitation, and has been 
short of breath morning and night on exertion. 


He has had pain after food, due, I suppose, to 
indigestion from congestion of his stomach. He 
is a pale-looking man, as you see, and his heart’s 
apex is in. from the middle line, and the 
right border 2\ in. from the middle line. In this 
man again there is no murmur. The pulse is 90 
to 100, and irregular both in rhythm and force. 
The arteries are thick and the blood-pressure varies 
in different beats. Some beats are at 130 mm. of 
mercury, and in others the force is 115. That 
shows that he has a heart which is beating with 
irregular force. The lungs show riles at the bases. 
He had slight ascites when he came in, and the 
liver is down to the umbilicus. There was no 
oedema of the legs or albumen in the urine. I do 
not think he has valvular disease: there is no 
evidence of it, and his past life is against it. 
Therefore I think he has myocardial degeneration. 
What is that degeneration due to? It is, in all 
probability, not the elderly form of arterial sclerosis. 
He is only thirty-seven years of age now, and it 
seems highly probable that it is a case of syphilitic 
myocardial degeneration, due to disease of the 
small arteries supplying the heart. That occurs in 
simple arterial sclerosis, and in the specimen in the 
next room you will see fibrosis of the heart un¬ 
doubtedly due to starvation and stoppage of blood 
through the thickened arterioles. But it is also a 
well-known consequence of specific disease, and 
when you find those symptoms in a young person 
who has had specific disease, it is a fair inference 
that it is a specific myocardial degeneration, and 
not that of simple arterial sclerosis. There is 
another form of cardiac degeneration due to syphilis, 
and that is when a gumma occurs in the cardiac 
walls, which leaves as it dries up a fibrous patch, 
and is very likely to produce aneurysm. 

And now I show you a third form of cardiac 
failure, in which the obstruction to the work of the 
heart is outside the heart. This man here is forty- 
six years of age and is a shoeblack by occupation. 
Nine years ago his appendix was removed, and five 
years ago he had amputation of his right leg. We 
do not know exactly what it was for. He has 
never had syphilis and he gives no history of 
alcohol. For the last ten weeks he has had a 
bad cough and a considerable amount of dyspnoea. 
For seven weeks the abdomen has been swollen, 
for five weeks the urine has been scanty, and 
for four weeks the foot and leg and face have 
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swelled. When he was admitted he was some¬ 
what cyanotic. Apart from the history, we saw 
this patch on the back of his hand and one on the 
elbow of the same character. I said it was tuber¬ 
culous disease of the skin, and Dr. Adamson 
confirmed that diagnosis. It occurred to me as 
probable that he had had tuberculous disease of his 
leg, for that is the chronic condition which usually 
leads to amputation, and that was possibly the 
disease which he had in his appendix, but we can 
obtain no record of that. On examining him we 
found the pulse regular but small, the arteries 
somewhat thick, the blood-pressure 105, which is 
below the usual. The heart’s apex was in the fifth 
space and in the nipple line, and the sounds were 
natural. There was no sign of valvular disease, 
but the sounds were weak and distant. When we 
percussed him out, however, we found he had a 
large area of dulness over and on either side of the 
upper part of the sternum. What I said when I 
first saw him was, “ I do not know how to explain 
that on any ordinary lesion of the heart itself, either 
endocardial or myocardial, and it seems to me that 
there must be something outside the heart, and that 
his symptoms are due to something or other which 
is outside the heart interfering with its action.” 
Pursuing that idea, we listened to him and found 
that he had scattered rdles all over his lungs. And 
when we came to examine him with the X rays we 
found that all over both lungs there were scattered 
tubercles. The explanation, which I think is the 
right one, is that he has external adhesions which 
are the cause of his heart failure. A lesion of that 
kind sometimes starts in the pericardium itself. 
Pericarditis, such as you see after rheumatism, 
may spread into that part of the pleura which 
covers it, and the two layers may become tied up 
together and the pericardium adherent to it, and 
the whole be one solid mass connected with the 
chest-wall. That is enough to interfere greatly 
with the action of the heart, but it is worse when 
the disease starts either in the pleura or medias¬ 
tinum. I feel sure that in this case it has started 
in the pleura, that he has chronic tubercular 
pleurisy, tubercular inflammation of the neigh¬ 
bouring tissues in the mediastinum, and a mass of 
half-fibrous and half-tubercular adhesions tying up 
his heart to his chest-wall, throttling the veins 
leading into the heart to a certain extent, and 
causing cardiac symptoms by the secondary effect 


on the circulation. That condition has been called 
mediastinitis. And that is a third class of case of 
cardiac failure due to something quite different 
from the other two. 

In all cases of cardiac failure, whatever the 
cause is, the symptoms are immediately due to 
failure of the ventricles. That may depend either 
upon primary disease of the muscle itself or upon 
simple exhaustion from overwork, as in an ordinary 
case of valvular disease, or upon exhaustion 
due to some change in the excitability of the 
other parts of the heart. It is well known that 
in some cases the auricles become extremely 
irritable. They contract very much more rapidly, 
and sometimes quite irregularly. They excite the 
ventricles in their turn to such irregularity that the 
latter have not anytime between the beats to recover 
themselves, and so they become prematurely ex¬ 
hausted. At the same time you must always 
remember that not all cases of irregular heart are 
dangerous. Many elderly people go on with 
irregular hearts for years. But in cases of valvular 
disease the irregularity of the heart is a symptom 
which has grave significance. 

Now with regard to the treatment of these cases. 
In the myocardial cases the treatment is very 
unsuccessful. Sometimes in a case in which you 
suspect syphilis iodide of potassium will do a con¬ 
siderable amount of good, but in the case of 
simple arterial sclerosis I have never known any¬ 
thing do much good except rest. Occasionally 
digitalis will tide the heart over for a time. But as 
a rule it has not the same effect as it has in cases 
of valvular disease in young persons. In this man 
here, this exocardial case, which we believe to be 
tuberculous, we are using tuberculin, but it is too 
early to say whether it will have any effect. In 
valvular disease, which is by far the commonest 
cause of cardiac failure, the great drug is digitalis, 
and we now know that digitalis can be given in 
much larger doses than have hitherto been tried. 
Many of these cases do not begin to feel the effects 
of digitalis until they become nauseated by the 
digitalis which they are taking. So it is always as 
well, with precautions and watching the case care¬ 
fully, to give digitalis in large doses until the 
patient begins to feel sick. Many of them are 
greatly improved by digitalis, so much so that they 
get into the habit of having a digitalis prescription 
made up when they feel worse, and so prevent 
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themselves from having serious symptoms for a 
long time. Another thing which we have done in 
the case of the woman I have mentioned is to put 
ice-bags to the heart. They relieved her very 
much. Another thing is to bleed the patient by 
leeching or by venesection. In all cases you should 
diminish the blood-pressure by reducing the fluid, 
especially where there is dropsy, and in all cases 
you should give the patient as much rest as you can 
by keeping him or her in bed. 

The specimens which are here for you to see 
show (1) results of mitral stenosis, producing an 
enormous hypertrophy of the left auricle. (2) Dis¬ 
ease of the aorta of specific origin, leading to 
aortic regurgitation, and consequent dilatation and 
hypertrophy of the left ventricle. It is not rheu¬ 
matic, but specific. Here (3) is a case of myocardial 
degeneration. There was nothing wrong with the 
valves of the heart; it was simply myocardial degene¬ 
ration such as I have described to you. The next 
specimen (4) is one of tubercular pericarditis. And 
here (5) is the tubercular pericarditis with exo- 
cardial adhesions, exactly like the man you saw. 
In this case there were adhesions to the oesophagus 
behind, and a pouch was formed by the contraction 
of the adhesions on the oesophagus. That is, of 
course, uncommon. In the next room are three 
specimens under the microscope from the myo¬ 
cardial case which died. The first is the kidney, 
which shows endarteritis of the inter-lobular arteries. 
The next is the aorta, showing a large patch of 
endarteritis growing on the intima. The third is 
the heart-wall, showing fibrosis. 

July \$th, 1912. 


F. R. Starkey has tested the therapeutic value 
of the combined use of thyroparathyroid, pituitary, 
ovarian, and testicular extracts. He concludes 
that the polyglandular substance has a marked 
stimulating effect, and that in acute asthenic con¬ 
ditions with low blood-pressure and suboxida¬ 
tion it activates the vital process and thus tides 
the patient over the most critical stages of the 
disease, while increasing the efficiency of his 
auto-protective resources. The same polyglandular 
solution seems also to be almost a specific for 
neurasthenia. It has a marked stimulating effect 
on mental, nervous, and muscular activity. Jt 
augments powerfully the contractile power of the 
cardio vascular system, and is, therefore, contra¬ 
indicated in cases of high blood-pressure.— Med. 
Record , vol. lxxxi, No. 26. 


| ON POINTS OF PRACTICAL IM- 
| PORTANCE IN THE TREAT¬ 
MENT OF SOME AURAL 
AFFECTIONS. 

A Clinical Lecture delivered at the West London Hospital 
Post-Graduate College. 

By H. J. DAVIS, M.A., M.B.Cantab., 
F.R.C.P.Lond., 

Physician in Charge of Throat and Ear Departments, 
West London Hospital. 


I Gentlemen,— It is evident that before treating 
a case of aural disease successfully, you must 
ascertain whether the affection is in the external 
ear, or in the middle ear, or in the internal 
ear. Though, speaking generally, by ocular 
examination you may often see in which portion 
of the ear the disease is situated, yet there is 
another certain way of deciding this point—not 
only from what a patient will tell you, but by 
examination with tuning-forks. 1 will not weary 
you with all the various tuning-fork tests, because 
volumes have been written on the subject, and 
very rarely more than two, or at the most three, 
for all practical purposes are used. This set 
of tuning-forks that I have brought down, called 
Hartmann’s tuning-forks, comprise practically all 
the different kinds required. If you limit yourself 
to one fork, I think you cannot do better than use 
a Gardiner Brown’s tuning-fork, a C x 256. It has 
a foot-piece, and will stand upright, if required. 

The three tests that I now wish to mention are 
Weber’s test, Rinne’s test and Gelle’s test. All 
tuning-fork tests are based upon certain physio¬ 
logical facts which are not very £asy to describe in 
words. If you take a vibrating tuning-iork and 
hold it in the centre of your forehead, you hear it 
in both ears equally alike. If now you close one 
ear, the sound is intensified in the ear that is closed, 
because by closing the meatus you retain some of 
the vibrations that escaped while the meatus was 
open, and you reflect them back into the middle 
ear. You have, of course, thereby altered the con¬ 
duction of sound; but not the perception of sound. 
So that if you have a person who is deaf in one 
ear, and he hears a tuning-fork held in the centre 
of his forehead louder in the deaf ear, that is 
evidence that the disease is in the external or the 




The Clinical Journal. ] 


DR. DAVIS. 


[July 17,191?. 231 


middle ear, and not in the internal ear. That is 
Weber’s test. If the hearing is normal, the tuning- 
fork is naturally heard in the centre of the head; 
you speak of that as “ Weber central ”; if the 
tuning-fork is heard louder in the right ear that 
you speak of as if Weber right”; and if in the 
left ear you speak of that as “ Weber left.” 
Normally, one hears better by air-conduction than 
by bone-conduction, and if you take a tuning-fork 
and hold it on your mastoid until you have ceased 
to hear it and then hold it in front of the ear you 
hear it again, and if you put it back on the mastoid 
you lose the sound again. If a tuning-fork is 
heard better by air- than by bone-conduction, you 
speak of that as Rinn£ positive. If, on the other 
hand, a person hears a tuning-fork louder on the 
mastoid than he does by air-conduction, that is to 
say, if he hears better by bone-conduction than 
by air-conduction, you speak of that as Rinne 
negative. 

Now take this case. You have a patient who is 
deaf, very deaf. He hardly hears a tuning-fork 
wherever you hold it, but as far as he is able to 
hear it at all, he hears better by air- than by bone- 
conduction. That is to say, the waves of vibration 1 
reach the internal ear all right, but the stimulus is 
not sufficient to give rise to the impression of 
sound. Therefore Rinne positive in a case of 
deafness is evidence that the internal ear is at fault, 
and not the external or middle ear. And Rinne 
negative is evidence that the disease is in the 
external or middle ear, and not in the internal ear. 
One word more about Weber’s test. It really 
applies best to a case of unilateral deafness, but it 
will also disclose the degree of deafness, and in a 
patient deaf in both ears you can ascertain which 
ear is the worse of the two. Supposing I am deafer 
in my right than in my left ear, I would hear this 
vibrating tuning-fork louder in the deafer ear than 
in ihe other. 

There is one other test to be remembered, and 
that is called Gelle’s test. The object of this test 
is to ascertain whether the stapes is movable or not. 
It is, of course, essential to proper hearing that the 
stapes moves freely, and it is evident that if the 
stapes is fixed in the ovalis window by adhesions, 
hearing is interfered with. 

Now take a Seigel’s speculum which has a 
rubber-air bulb and an ear-piece, and insert it in 
the meatus. 


If you compress the bulb you increase the 
pressure in the meatus and push the drum inwards, 
the auditory ossicles go with it and the stapes moves 
with it, and you increase the tension in the internal 
ear, just as you do if you press the finger forcibly 
into the meatus; by this means you stimulate the 
auditory nerve and produce the impression of sound. 
If the stapes is movable and you compress the air 
in the meatus, you fix it, whereas if the stapes is 
already fixed, by no amount of compression of air 
will you increase the labyrinthine tension or move 
the stapes. Therefore if you take a tuning-fork 
and hold it on the mastoid and compress the air 
in the meatus, and the sound is unchanged, that 
is an indication that the stapes is fixed, whereas if 
the sound is lessened on compression, the lessening 
of the sound plainly shows that the stapes is mov¬ 
able. Of course, in any testing with a tuning-fork, 
it is as well to first compare the patient’s hearing 
with your own, in order to ascertain the amount of 
j benefit likely to be derived from treatment. 

I will now deal with some diseases of the external 
ear, and I should like to say a few words about 
eczema of the ear. It is very common and very 
difficult to cure. I do not allude to eczema that 
you see in badly fed children with a running ear, 
but to eczema of the meatus itself. I will not 
enter into the pathology of this disease. Patients 
with eczema always suffer from intense irritation 
j and itching, and syringing with some lotions tends 
to irritate it still further. The best treatment is to 
get the meatus quite dry and then to use an 
j ointment. What ointment should you use? The 
J best is bismuth and zinc ointment, which has the 
: property of allaying the irritation. What strength 
j should it be? Use 25 or 30 grains of bismuth 
subnitrate to the ounce of ordinary zinc ointment 
| and smear it into the canal of the ear. Some time 
ago I saw the wife of a professional man who had 
j suffered from eczema of the meatus for seven years. 
She had profuse discharge from both ears; it was 
quite impossible to see the membranes, and my first 
impression was that she had perforations in the 
membranes, for if you have discharge from the ear, 
i there is probably a perforation through the drum 
through which the discharge emerges. I then 
! tested the hearing with tuning-forks and found it 
normal in both ears. When the discharge was 
washed away I found that the membranes of both 
ears were intact. She had chronic eczema in the 
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meatus and was in perfect misery. A watery dis¬ 
charge was escaping from her ear and she was 
always scratching and irritating it. She had seen 
several physicians, who had treated her for gout 
and dieted her so strictly that she became as thin 
and miserable as possible. I told her to eat what¬ 
ever she liked, ordered her Easton's syrup, and 
gave her the ointment just mentioned, and both 
ears in a month were perfectly well. I do not 
think that in these cases of eczema alteration of 
diet makes any difference. A person cannot 
suddenly alter the diet he has lived upon and been 
accustomed to the whole of his life and be none 
the worse for it. 

Another case was that of a little boy who was 
sent to me seven months ago. He had had 
eczema of the meatus for four years. It is an 
unusual thing for children to have. The meatus 
was completely blocked up by eczematous scales, 
and his hearing was not normal, and so I inclined 
to the opinion that he probably had otorrhcea, and 
that, it was not a true case of eczema, though it 
appeared to be so. The discharge escaping from 
his ear simply set up meatal inflammation. He 
had adenoids, and I curetted his adenoids and 
removed his tonsils. Then 1 curetted gently 
inside of the meatus with an aural spoon and 
he was cured absolutely. I saw the child about a 
month after he had left the home, and I was not 
able to detect any sign of perforation of the 
membrane. 

Another common disease of the external ear is 
exostosis, which, if multiple, may produce stenosis 
of the meatus. Many have exostoses who are not 
deaf at all. Some may come to you with this 
trouble, and the question arises whether the 
symptoms are caused by the exostosis or not. 
If it is a case where the meatus is becoming 
occluded, of course it should be treated. Some 
exostoses are cartilaginous only, and others are so 
intensely hard that they can only be dealt with by 
chisel or burr. In doing the operation you have 
to reflect the meatus forwards, and be careful not to 
damage the drum. Though I have seen a good 
many patients who have been operated on, I have 
not come across many who have derived benefit 
to their hearing thereby. Exostoses, which are 
common in sailors, may be due to sea-bathing, 
and, some say, to syphilis. Personally, I do not 
think syphilis has much to do witli it. 


Passing to another common disease, furunculosis, 
this is one of the most painful of aural affections. 
When one ear is involved there is a tendency for 
the other meatus to become affected if the case is 
not promptly and properly treated. A furuncle 
differs from an ordinary boil or abscess, and if you 
wait until “ it points ” before incising you may 
have to wait till doomsday. The canal is partly 
closed, and the passing of a probe into the ear 
causes intense pain. Sometimes you see cases 
with a slight discharge, and unless you are careful 
in your examination you may diagnose the 
discharge as coming from the middle ear, whereas 
the middle ear is perfectly healthy. Furuncle may 
originate from suppuration in the middle ear 
infecting the meatus in its transit to the auricle. 
Now, how are you to treat a patient with this 
affection ? The pain is sometimes so great that 
you have to give morphia. If you pass a tube into 
the ear beyond the obstruction in the meatus, that 
generally relieves the pain at once. When you 
pass a piece of tubing into the ear and then release 
your pressure upon it, it expands of itself, and has 
the same effect as pressure in relieving pain any¬ 
where else. Speaking generally, if that is done 
the patient will tell you that the pain has almost 
completely ceased, 'lake a pair of forceps which 
are not serrated, insert a piece of tubing between 
the blades, and press it flat; then pass it straight 
into the meatus beyond the obstruction and 
release it, and if it relieves the patient, cut it off 
and leave it in the ear. Supposing that this gives 
no relief, then incise the furuncle. This is so 
painful that a patient should be given gas. I do 
not think cocaine and carbolic acid has much effect 
on anything but mucous membrane unless it is 
injected. But a 1 in 20 solution of carbolic some¬ 
times gives relief in lieu of a general anaesthetic. 
I use equal parts of glyc. acid, carbol. and 20 per 
cent, of cocaine. Lightly pack the meatus for ten 
minutes, and this produces some degree of local 
anaesthesia, and then proceed to incise the furun- 
culus. Often the furuncle is quite hard and does 
not point, and unless cut through you do not 
open the abscess. The best way is to take one 
of thetfe instruments made for the purpose—they 
are sharp and slightly curved—first transfix the 
furuncle, and then cut your way out. You will 
be sure, then, of incising the furuncle properly ; 
whereas, if jou use an instrument such as this 
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straight knife, and attempt to incise when the 
patient is not under an anaesthetic, he will move, 
and you will have to make another attempt. 

You may also find condylomata in the external 
ear. It is extraordinary that these should appear 
in the meatus, because, generally speaking, you 
only find them in parts of the body that are moist. 
They occur in the ear when no aural disease is 
present. In the first patient I saw I mistook it for 
a polypus, because it looked exactly like one, but 
when snared off I was surprised to find it did not 
bleed. Polypi, of course, bleed profusely. I saw 
the patient a week afterwards, and he complained 
of swelling in his neck, adenitis, and I then detected 
other signs of secondary syphilis. Condyloma in 
the ear is a rare disease. The treatment is obvious. 

Now, as to the middle ear. The drum mem¬ 
brane, being one side of the middle ear, of 
course shares in any general inflammation to which 
the tympanum is subject. This large tube is the 
Eustachian tube; it is a ventilating shaft to the 
middle ear, and it is essential to proper hearing 
that the air-pressure outside the drum should be 
the same as it is on the inner side of the drum. 
When you have a cold in the head, and the 
Eustachian tube becomes occluded, you get catarrh, 
starting in the tube, air cannot enter, and air 
already in the middle ear becomes absorbed. The 
atmospheric pressure pushes the drum inwards, the 
ossicles go with it, the stapes is pressed into the 
oval window and hearing is impaired, with resulting 
deafness. Take a case of a child who has had 
adenoids, with cold in the head. “ Every time that 
child gets cold he suffers from earache ” is the usual 
history given. He has catarrh of the middle ear. 
He may have fluid in the middle ear, and fluid 
is the result of effusion. What causes the pain is 
not the tension of fluid on the drum, but the fact 
that the membrane is itself infected. What treat¬ 
ment would you adopt in that case ? In children 
politzerise them at once. The child is usually 
crying before this is done, and that, of course, all 
tends to assist you to inflate the middle ear. When 
the child is crying the palate is cut off from the 
naso-pharynx, and the air forces its way up the 
Eustachian tube into the tympanic cavity. Some 
of these children, when you have politzerised them, 
will spit out some mucus, which has been forced 
back through the Eustachian tube by the inflation 
of the middle ear, just us blowing down the neck 


of a bottle full of water, will expel some of its 
contents through the neck again. Supposing this 
does not relieve pain, what will you do? Speaking 
generally, if you anaesthetise the drum by local 
anaesthesia, temporarily you relieve the pain. If 
you are to use anything for this purpose, it must 
be of sufficient strength to give the necessary relief. 
If there is a perforation, employ cocaine with 
caution. Cocaine is absorbed rapidly from the 
middle ear, though this is not the case when 
instilled in the skin-like canal of the external ear. 
I employ 20 per cent, of cocaine with glycerine of 
carbolic acid in equal parts. All instillations into 
the ear must be warm. The best way to warm 
drops is to warm the teaspoon which contains 
them. Instil for ten minutes. The child will 
perhaps stop crying in a minute or so as the pain 
subsides. That may be repeated again. Leeches 
are also of use, and the best place is to apply them 
on the tragus. In children it is essential to ascer¬ 
tain in what part of the auditory tract the pain 
arises, /. e. whether it be in the external ear or 
middle ear, or where. Pain arising from pressure 
on the tragus is indicative of trouble in the canal 
of the ear; pain from pressure posteriorly on the 
mastoid is an indication of trouble in the mastoid 
cells, or in the antrum ; and if the affection is in 
the middle ear, the patient will wince from pressure 
under the lobe of the ear, or behind the condyle 
of the jaw. 

Suppose that the membrane is acutely inflamed 
and has not given way you must not wait till this 
occurs, for it may not occur spontaneously for two 
or three days. In that case you have to incise it. 
Do not only puncture it. An acutely inflamed drum 
will heal up with the greatest rapidity, and this will 
most likely have to be done again the very next 
day, if an incision into the drum has not been 
made freely. Use either of these two instruments. 
Some say the instrument should be straight; and 
others that it should be bent at a certain angle. 
You can use either a straight or a bent instrument 
according as you see fit. Personally I find it much 
easier, as a rule, to do any small operation with a 
perfectly straight-handled instrument. If you only 
intend to puncture the drum an instrument with a 
rectangular handle is better, but if you intend to 
incise the drum, as you should do in an acute case, 
you should incise with a straight myringtome. 

Where do you incise the drum ? You should 
incise the drum where it will drain best, and for 
that purpose the proper place is the posterior 
quadrant parallel to the handle of the malleus. If 
you incise the drum there you cannot do any harm. 
True, if you put the knife too high up you may 
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disarticulate the malleus, but you cannot do that 
easily. It would be always easy to incise a drum 
if the membrane were a normal colour, but when 
acutely inflamed it does not look in the least what 
you expect it to look like; it is d dark grey and 
not a brilliant red colour except in the earliest 
stages. It is the epithelium that gives it the grey 
appearance—the desquamating epithelium—and 
therefore you have to know where the malleus is> j 
and nothing but practice will teach you that. 

This operation is also a very painful one, and I 
think it is therefore well to give the patient gas. 

If the patient refuses gas, incise under cocaine 
anaesthesia. In this latter case I never have the 
patient’s head held. If you do not hold the head, 
as soon as the membrane is penetrated it will move 
away, but if the head is held firmly the pain is 
often so great that it may be jerked towards you 
and you may drive the knife in very much further 
ihan you intended. - It is very rare that any damage 
is done by incising the drum. The real fault is 
usually that it is not cut through. The drum is 
scratched or superficially incised instead of going 
through the whole of the swollen layers which 
compose it. If you are to do the thing properly, 
make the incision freely and cut your way into the 
meatus and along the floor of the meatus. There 
is a good deal of bleeding, but you find that as a 
rule it does not last long. 

Is there anything else that you should do ? Yes, 
and that is to politzerise them. Why? In acute 
inflammation of the middle ear, by politserizing you 
expel fluid retained in the middle ear out into 
the external ear. Never forget that in a case of 
otorihcea or where there is fluid in the middle ear j 
it drains in two ways. It will drain by the external 
ear as well as by way of the Eustachian tube into 
the pharynx, where y« u do not see it unless you look 
for it. A patient with middle-ear disease may tell 
you that there is no discharge in the external ear, 
but there may be a discharge down the Eustachian 
tube. If the ear is packed with a wick of cotton¬ 
wool soaked in equal parts of acetic acid, glycerine 
of carbolic acid and alcohol, in acute catarrh of 
the middle ear absorption will take place and an 
incision will be unnecessary. In four cases of 
acute catarrh of the middle ear with pain behind 
the mastoid I lately followed this treatment, and 
re-absorption took place without any necessity to 
incise. This treatment originated in America. 

How* do you know’ whether the drum is per¬ 
forated or not ? A perforation looks sometimes 
red, sometimes white, the colour depending on the 
amount of light reflected into the ear, and it is often 
a difficult thing to know whether perforation has 
occurred. In a case of recent perforation, you may 
see a small pulsating bubble of light resembling a 
diamond where the perforation has occurred ; you 
may time it with your finger on the patient's pulse 
—a very useful thing to know’ w’hen the patient 


happens to be a small child who cannot tell you 
anything. Perforations may be pin-point, and two 
or three may merge one into the other, and what 
started as a minute perforation may eventually end 
in destruction of the whole drum. The position 
of a perforation is a more important consideration 
than its size. The higher up the perforation, the 
more serious its import. A perforation, for 
instance, in Shrapnell’s membrane as a rule 
indicates caries of the attic, and such a perforation 
is often larger than Shrapnell’s membrane really is ; 
this means that the bone is eroded—a very im¬ 
portant fact. You will never diagnose a per¬ 
foration of Shrapnell’s membrane unless the 

patient’s head is in a proper position to see it. 
To make a complete examination of the membrane, 

| the patient’s head must be turned in suitable 
| directions, according as to whether you wish to 
t inspect the anterior portion, the posterior portion, 
or the superior—perhaps the most important area 
| of all. The drum itself consists of fibrous tissue 
1 between an epithelial layer externally and a layer 
I of mucous membrane internally. ShrapnelTs 

I membrane is the name given to the area above 
the malleus, where the fibrous tissue is deficient; 

| hence it is the thinnest part of the membrane, 

1 and the one most likely to perforate if caries of 

| the ossicles exists. 

I have not time to go fully into the treatment 
of otorrhoea, but practically the treatment depends 
on one thing, and that is, “dryness.” If an ear 
has been syringed and not thoroughly dried, and 
lotion is retained, the membrane and middle ear 
become sodden, and healing does not take place ; 
the dryer the ear is kept the sooner will the dis¬ 
charge cease; hence boracic powder is used as an 
insufflation for this purpose, with this proviso, 
that if the perforation is a small one, pow’der 
must be used with caution, or free drainage will 
be interfered with. 

In a case of chronic otorrhoea, order drops 
No. 1 (hydrogen peroxide)—10 volumes is the 
strength ; when the effervescence has ceased, 
i syringe the ear out with a lotion, and then dry 
1 the ear carefully with cotton-wool, and at bed- 
' time instil drops No. 2 (guttae spir. vin. rectificat.) 

| and leave these in all night. What strength 
t should these drops be used ? You can use rectified 
j spirits, six drachms to an ounce of w’ater to 
! commence with, and $0 on up to absolute 
1 alcohol. 

j If the patient has chronic suppuration in the 
antrum, and palliative treatment has been tried 
with no effect, then open the antrum, /. e. per¬ 
form an antrectomy, and if this fails to cure the 
otorrhoea, a radical mastoid operation —the 
“ complete operation ”—has to be performed, and 
i this is often necessary in order to save a patient’s 
life. 

July 15 th, 1912. 
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A CLINICAL DEMONSTRATION 
AT THE POLYCLINIC. 

By GUTHRIE RANKIN, M.D., F.R.C.P., 

Physician to the Dreadnought and Royal 
Waterloo Hospitals. 


Gentlemen, —The cases I am able to show 
you to-day are illustrative of many varieties of 
disease, and possess clinical features which will be, 

I hope, of interest to you. 

Pern icious A nee tn hi . 

And first I ask you to look at a case of typical 
pernicious anaemia in a man, set. 62 years, which 
possesses this interesting and somewhat unusual 
feature, that the condition, which we all know to 
be usually rebellious to all forms of treatment, is 
undergoing definite improvement. Considering 
his age and occupation, this man is surprisingly 
free from evidences of senile degeneration, for, 
though a sailor, he has lived a more careful life 
than most men who go down to the sea in ships. 
He has been abstemious in his habits and has 
never suffered from syphilis. He came to hospital I 
on account of disturbed digestion, shortness of 
breath and increasing weakness of about two 
months 7 duration. . He was apparently a well- 
nourished man, but his complexion was of that 
lemon-tinted colour which we associate with | 
advanced anaemia, and it was evident that the least I 
exertion produced extreme fatigue. His ankles 
were oedematous. On examination no evidence of 
organic disease could be found anywhere, but 
there were loud haemic murmurs over the base of : 
his heart, which was moderately hypertrophied, \ 
and his pulse was full, rapid, and extremely 
compressible. He gave a history of recurrent 
attacks of dyspepsia with confirmed consti¬ 
pation, and his stomach was slightly dis¬ 

tended, but there was no tenderness over the 
stomach itself nor anywhere else in the abdomen. 
The teeth were in fairly good order, and the tongue 
was only slightly coated. The mucous membranes 
were abnormally pale, but there was no history of 
haemorrhages. He had suffered from malaria ten 
years ago, but the spleen could not be felt and no 
parasites were found in the blood. All appetite 


for food had deserted him, so that it was with 
difficulty he could be persuaded to take, ev.en in 
moderate amount, the simplest articles of dietary. 
His ruling desire was to be left alone and allowed 
to doze uninterruptedly. When the blood was 
examined it was found to contain only 570,000 
red cells, with numerous poikilocytes, a fair 
number of normoblasts, 2300 white blood-cor¬ 
puscles, and a colour index of 3. At the end 
of six weeks, under treatment by arsenic, con¬ 
tinuous rest, and intestinal antiseptics, the red-cell 
count improved to 1,160,000, and the white cells 
amounted to 5200. Tnree weeks later the red 
cells reached 1,850,000. The nucleated ceils had 
almost disappeared, and the colour index was 2. 
Coincidently his general condition improved ; he 
was less languid, was able to take more food, and 
subjectively was conscious of an all-round better¬ 
ment. Bone-marrow and raw meat-juice formed 
part of his daily regime , and arsenic in the form of 
Fowler’s solution was administered in gradually 
increasing doses, until he was taking twenty minims 
three times a day. At this stage, however, the 
drug commenced to disagree and had to be dis¬ 
continued. After an interval of a fortnight it was 
decided to try the effect upon him of salvarsan, 
and he has had, at an interval between them of ten 
days,* two injections. His heart-sounds are much 
more determinate, though a systolic murmur can 
still be heard, and his pulse tension has correspond¬ 
ingly increased. The best evidence of improve¬ 
ment is to be found in the fact of his being able 
to come here to-day, and of his being now energetic 
enough to be out of bed lor several hours each 
afternoon. It is impossible to estimate how much 
of this satisfactory progress, if any, is due to the 
“ 606 ” he has had, but his case gives us room for 
speculation as to the possible value of this potent 
remedy in cases of this description, where arsenic 
—which as far as we know is our sheet-anchor of 
treatment—either is not well tolerated, or where, 
administered in the usual way by the mouth, it 
fails to effect any marked change in the blood 
condition. The case is further interesting as a 
reminder that pernicious anaemia, though in most 
instances intractable, is sometimes capable of 
amelioration and perhaps of cure. I do not 
suggest that this man is cured, nor have we any 
means yet of knowing how soon he may relapse, 
but so far as it goes, the change in his condition 
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since his admission to hospital is decidedly in the 
right direction. 

Constriction of the (Esophagus . 

The next patient is an example of a compara¬ 
tively rare condition. The man, who, like his 
predecessor, is a sailor, is set. 53 years, and he 
came to thediospital complaining of loss of flesh, 
debility, occasional vomiting, and an increasing 
difficulty of deglutition. He was able to swallow 
fluids with comparative ease, but any attempt to 
get down solid food ended in a sensation of 
discomfort and a subjective sense of arrest of the 
mouthful about the level of the middle of the 
sternum. Vomiting was occasional only, and the 
vomit had never contained blood. The organs 
were all healthy ; no enlargement of glands could 
be found in the neck or elsewhere. A specific 
infection was denied, and the Wasserman reaction 
was negative; there was no history of any previous 
incident that might have set up ulceration, and no 
evidence could be found of pressure from outside. 
The patient looked anaemic, and his loss of weight 
amounted to two stones. A bougie, when intro¬ 
duced, was arrested 12^ in. from the teeth, but 
with gentle pressure it could be pushed through 
the constricted portion of the oesophageal tube, 
and when withdrawn it was not blood-stained. 
On examination of the vomited matter it was 
found to be alkaline in reaction, and to contain 
microscopically a large number of round nucleated 
cells and some squamous epithelium, but no blood. 
An X-ray picture taken immediately after a bismuth 
meal, which I hand round for your inspection, 
brings out very clearly the constriction, which 
exists, as you see, just at the level of the diaphragm. 
Since his admission to hospital there has been no 
change in these signs, except that his power of 
swallowing has improved to such an extent that he 
can now eat semi-solid food and bread and butter 
comfortably if he is careful to swallow slowly. He 
has lost most of the sense of discomfort in his 
chest, is now sleeping well at night, has some 
return of appetite for food, and has put on 10 lb. 
in weight. His treatment has consisted in careful 
dieting, much rest, and 20 gr. of iodide of potassium 
three times a day. The case presents some 
difficulties in diagnosis. The most likely explana¬ 
tion, of course, is malignant disease, but the 
absence of pain, haemorrhage, and glandular 


enlargement, together with the recent accession of 
weight, are against it: whereas, despite the denial 
of specific infection, the improvement under 
iodide is significant. We must not forget that 
spasm of the muscular coats contributes its share 
to all varieties of oesophageal obstruction, and part 
of the improvement in this.case is probably due to 
the relaxation of spasm consequent upon the rest 
and careful feeding which this patient has had since 
coming to hospital. It seems to me that now, 
after two months’ careful watching, without the 
occurrence of any further evidence to strengthen 
the suspicion of malignancy, and with the improve¬ 
ment I have related occurring under the influence 
of iodide of potassium, we would be justified in 
attempting to dilate this constriction by the daily 
passage of bougies of gradually increasing calibre, 
and I propose to have this method carried out 
shortly. 1 sfiall also have him injected intra¬ 
muscularly once a week with 2 c.c. of fibrolysin. 

Premature Senility . 

The next man I ask you to look at is another 
patient from the Dreadnought Hospital, and he 
was admitted as a case of aortic disease with broken 
compensation. On admission he had cedema of 
his lungs, enlargement of his liver, irregularity of 
Ills heart, scantiness of urine, cyanosis, breathless¬ 
ness, and all the other phenomena which we 
associate with back-pressure when the heart, from 
one cause or other, fails to maintain the equilibrium 
of the circulation. Now it is quite true that this 
man has aortic disease, and that from recent 
indulgences his heart has broken down and com¬ 
pelled him to seek the shelter of a hospital ror the 
relief of cough, breathlessness, palpitation, and 
sleeplessness, symptoms which he hirnself attributed 
to a chill—the convenient scapegoat in the public 
mind for every conceivable illness whose onset 
happens to be sudden. But as a matter of fact, 
when we come to inquire carefully into all the 
details of this man’s physical condition, we find that 
he presents a perfect picture of what I always think 
is best described as a premature senility, brought 
about in this case, as in so many others, by a com¬ 
plete disregard of the recuperative limitations of the 
bodily machine. If we compare this patient’s ap¬ 
pearance with that of an ordinary person of his time 
of life, we can be in no doubt that he looks quite 
ten or twelve years older than his age. He is bent, 
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shaky, shrivelled, garrulous, and in every tissue, 
as we shall find, there is evidence of degenerative 
changes. His life has been one of hard work and 
exposure; he has suffered from syphilis in his 
earlier years, and from youth he has lost no oppor¬ 
tunity of indulging in alcohol and tobacco to the 
fullest limit of his resources. His syphilitic taint 
has been confirmed by a positive Wassermann re¬ 
action, and is further testified by characteristic 
scars on his legs and by the existence of a pro¬ 
nounced leucoplakia. His lungs are emphyse¬ 
matous, his liver is reduced in size, his arteries are 
markedly atheromatous, he has a well-marked 
arcus senilis with early cataractous changes in both 
lenses, and his urine, which is over-abundant, con¬ 
tains small traces of albumen, and has a persistent 
density of round about 1006. Though there is no 
history of glycosuria, we may feel pretty certain 
that the same interstitial changes which have taken 
place in his liver and kidneys are also present in 
his pancreas. When we come to examine his 
heart, which has now recovered from the dilatation 
associated with his recent breakdown, we find that 
he has a distinctive double aortic and a presystolic 
mitral murmur. His aortic regurgitation is 
suffic^ntly pronounced to enable us to demonstrate 
the following unmistakable evidences of its exist¬ 
ence : a water-hammer pulse, locomotive arteries, 
capillary pulsation, and asynchronism between his 
carotid and radial vessels. The mitral element in 
his case is an example of what is known as f lint's 
murmur. This presystolic mitral murmur, which is 
met with in a certain number of patients suffering 
from aortic regurgitation, has been attributed to 
the impact of the refluent wave from the aorta on 
the anterior segment of the mitral wave, but this 
explanation has never seemed to me a satisfactory 
one, and this for two reasons : first, because it 
occurs in a small minority of cases only, and 
second, because the patients in whom we meet with 
it are mostly, like this man, individuals who pre¬ 
sent other evidences of degenerative change. A 
much more likely solution of the problem would 
appear to be a process of sclerotic change in the 
mitral curtains similar to that which has previously 
taken place at the aortic orifice. If regarded in 
this light, it is an unfavourable development from 
the prognostic point of view. The existence of 
emphysema makes the physical evidences of the 
cardiac changes in this case obscure, and led 


to the condition being at first labelled in the re¬ 
ceiving-room as one of mitral disease only. The 
aortic murmurs are faint, and the hypertrophied 
left ventricle is so concealed by the overlapping 
lungs that the apex-beat cannot be readily felt or 
seen. The temporary condition of dilatation, 
moreover, when he was first admitted, caused some 
irregularity of rhythm, so that the first impression 
of mitral stenosis with subsequent baek-pressure 
was quite excusable. When, however, the oppor¬ 
tunity came for examining him more deliberately in 
bed, it became evident that the mitral element was 
only the latest expression of a process of progres¬ 
sive degeneration involving one tissue after another. 
Muscular tremors, loss of memory, and mental in¬ 
eptitude afforded further evidence that the nervous 
system was participating in the general progression 
of events towards death. This man’s habits, the 
physical strain of his work, and the yicissitudes of 
weather to which his occupation has exposed him 
are enough to explain why his arterial system has 
had to bear the brunt of his tissue “ wear-and- 
tear,” but the succession of changes are those which 
belong to senility, whether occurring prematurely 
from circumstances personal to the individual, or 
ensuing at a later age from the inexorable fulfilment 
of Nature’s law of decay. 

Disseminated Sclerosis . 

Those of you who were present at the last 
clinique I held here will remember seeing our 
next patient. She is a typical example of dissemi¬ 
nated sclerosis, who presents all the classical 
symptoms of that curious and not very uncommon 
disease. She first came to hospital on account of 
an increasing difficulty in walking, and, as she 
comes into the room, you will observe that her 
gait is distinctively spastic, and that every move¬ 
ment is accompanied by a striking exhibition of 
coarse tremor. She suffers from various paraes- 
thesiae, and she is aware of a gradually increasing 
sense of muscular feebleness. As I show you, her 
tremor is of the characteristic “ intention ” type, 
and when she answers my questions you have no 
difficulty in recognising the slow syllabic utterance 
of her words, which is a feature of her disease. 
She has well-marked nystagmus, and, on examina¬ 
tion with the ophthalmoscope, you will find that, 
on their temporal sides, both discs are pallid. 
Her knee-jerks are much exaggerated ; she has 
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double ankle clonus, and a positive Babinsky 
response in both great toes. The patient is of 
the neurotic type, and on two occasions, some years 
before the condition of her legs arrested her 
attention, she suffered once from double vision, 
and the other time from a temporary paralysis of 
her right arm. The story is unmistakable, and 
my reasons for asking her to come here again to¬ 
day were two-fold. First, that we might ascertain 
whether there are any fresh developments since we 
last saw her, and second, that we might compare 
her tremor with that of the two next patients I 
shall ask you to look at. As regards the first con¬ 
sideration, there is not much change to remark, 
but we must remember that the progress of this 
disease is usually slow, and that it is subject to 
curious remissions of symptoms for which we are 
unable to account. In certain particulars, however, 
we may note certain alterations : she has become 
thinner; recently she has been much troubled 
from time to time with vertigo ; and occasionally 
she has experienced a temporary difficulty in 
retaining her water. These are all minor incidents, 
but they point to activity in the changes which are 
taking place in her nervous system. In connection 
with the second reason for bringing her, I now ask 
your attention to two patients who manifest tremors 
of quite a different type. 

Sydenham's Chorea. 

The first is a girl, aet. 19 years, who presents 
all the phenomena of ordinary chorea ensuing 
upon rheumatic fever, from which she suffered 
some years ago. This is her fourth attack of 
St. Vitus’ dance, and though she is now well on 
the way to recovery, sufficient evidence of her 
disease still remains to enable us to recognise the 
nature of the jerky movements and grimaces which 
she still manifests, and to appreciate the contrast 
they afford to the tremors characteristic of dis¬ 
seminated sclerosis which our previous patient 
illustrated. This girl has a double mitral murmur, 
she is thin and anaemic, and from time to time she 
suffers from muscular pains which disturb her 
comfort, and are probably of rheumatic origin. It 
is noteworthy in this case that, as we so often 
find in chorea, the movements are somewhat 
hemiplegic in distribution, being more pronounced 
on the right than on the left side. In contrast 
with her, please now look at this other patient who 


sits beside her, and who is also the victim of 
chorea, but of a much more serious type. 

Huntingdon's Chorea. 

She is a married woman, aet. 36 years, who, after 
the birth of her last child, had an acute illness 
which she was told was rheumatic, and which 
involved many of her joints in painful swelling. 
The incidence of her illness soon after parturition 
suggests the possibility of a septic cause; but, in 
any case, when the stage of convalescence arrived, 
she developed choreiform movements precisely 
similar to those exhibited by her neighbour, but, 
though involving the whole body, mostly distri¬ 
buted to the upper extremities. When she came 
to the hospital these movements had lasted over 
four months, and, though less furious than at first, 
were still so active that she could with difficulty 
be kept in bed. Accompanying them was a con- 
dition of mental depression which produced in her 
feelings of unbroken gloom and misery. She 
carries the expression now, not only of melancholy, 
but also of mental vacuity, and this is fully con¬ 
firmed by absent-mindedness, loss of memory, lack 
of interest in her surroundings or in the events 
of every day, complete loss of desire for food,%nd 
indifference to ordinary habits of cleanliness. 
When roused to speak, the slowness and delibera¬ 
tion of her utterance is remarkable. Her rest¬ 
lessness necessitated the administration of chloral 
and bromide, under the influence of which she 
passed into a condition of somnolence, from which 
she could with difficulty be roused for the best 
part of a week. The extreme drowsiness could 
not be entirely attributed to the drugs she had 
been given, as the doses were insufficient to 
account for such a result, and was probably due to 
changes in her cerebral circulation, the result of 
her disease. When she emerged from this semi- 
comatose condition, her muscular movements were 
much better, and they have continued to improve 
until, as you see her now, they are confined to 
jerking movements of a minor degree of severity, 
and almost entirely limited to the hands and fore¬ 
arms. The mental condition is no better, and 
though she understands all that is said to her 
and does what she is told, she is listless, without 
any power of initiative, and takes little or no 
interest in what goes on about her. She is anaemic, 
amenorrhceic, and is steadily losing weight. 
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Huntingdon’s chorea is a comparatively rare form | 
of disease, and is, in many instances, hereditary, j 
but in this woman’s case no history is forthcoming 
to show that any other member of her family 
has been similarly afflicted. Before the birth of 
her last child she had suffered many privations, 
and throughout her married life she has undergone 
much domestic tribulation. Here again the move- i 
ments are very different from those of the intention- 
tremor type, but are not to be differentiated from 
the jerking muscular spasms of the girl beside her, 
except that they are less active and more limited 
in distribution. The mental element, however, 
which pervades the one case is entirely wanting in 
the other. The age of onset is ominous, and the 
prognosis, as I need scarcely remind you, is much 
more unsatisfactory. 

Pseudo-hypertrophic Paralysis . 

The next case was sent into the wards at 
Waterloo Hospital a few days ago, and is a graphic 
example of muscular dystrophy. It falls best into 
the pseudo-hypertrophic variety of the disease, 
though there is little or no evidence now of 
muscular hypertrophy. Hypertrophy may have 
existed previous to his admission to hospital, and 
even now the boy’s calves are somewhat dispropor¬ 
tionately large, though this may be due to the 
contrast which they afford to his attenuated thighs, 
The wasting of his muscles, the lordosis, the 
waddling gait, and the characteristic way in which 
he climbs up himself to reach the erect from the 
recumbent position, are enough to satisfy us all of 
the nature of his ailment. He is mentally bright; 
his reflexes, though feeble, are present; the 
electrical reactions of the emaciated muscles are 
diminished, but there is no true reaction of 
degeneration and no fibrillary twitchings. When 
I lift him from the ground his shoulder-girdle 
resistance is diminished so that he slips through 
his armpits. The influence of heredity on this 
disease made us send for the boy’s mother, who 
told us that the child was born healthy, but was 
late in “ finding his legs.” From his first efforts 
at progression she had observed that he was 
awkward and clumsy in his movements. She 
knew of no other instance in the family history 
of similar trouble, but she mentioned incidentally 
that the next child had some weakness of its heart 
dating from birth. We asked her to bring this 


little girl for inspection, and found her to be 
suffering from morbus coeruleus. 

Congenital Heart Disease . 

Here is the child, set. 6 years. She is obviously 
the victim of a congenital cardiac malformation. 
The fault is not pronounced, and is probably con¬ 
fined to stenosis of the pulmonary orifice, but it is 
distinctive enough to leave no doubt as to the 
condition. When I ask the child to run down the 
corridor, you at once see the characteristic lividity 
peculiar to a congenital heart lesion. She is 
made breathless by the least exertion, the finger¬ 
tips are clubbed (this condition is graphically 
illustrated when I ask the child to exhibit her 
hands alongside those of her brother), and on 
auscultation, a rough systolic murmur is easily 
heard in the pulmonic area to the left of the 
sternum. No opportunity has yet been afforded 
of making a blood-count, but I may remind you 
that in these congenital cases there is frequently 
a large increase in the number of the red corpuscles. 
These two cases are extremely interesting, as 
instances of two varieties of congenital fault 
occurring in a family of four, the eldest and 
youngest children being quite healthy. The 
worldly circumstances of the parents are those of 
great poverty, and the mother tells us that the 
struggle for existence was peculiarly acute during 
the years which comprised the birth of these two 
children. 

Tuberculous Pyelitis . 

I have brought the next patient—a girl, set. 11 
years, to illustrate the positive reactions of Von 
Pirquet’s and Moro’s cutaneous tests in tubercu¬ 
losis, and to remind you of their value in cases 
which are diagnostically obscure. Both tests were 
applied the day before yesterday, and now exhibit 
in the most conspicuous way the diagnostic value 
which is often obtained from them, especially in 
children. The controls, you will observe, to both 
one test and the other, are quite negative, whereas 
the reaction to the tuberculin scarification in the 
one case, and inunction in the other, are beyond 
dispute positive. This child is of the strumous 
type, and was brought to the hospital about a 
fortnight ago on account of a severe attack of 
haematuria. Her lungs are normal, and, apart 
from her left kidney, there is no evidence of 
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disease in any other organ. The urine was acid, 
and contained both pus and blood, but no casts or 
renal epithelium. The bladder was sounded, with 
negative results. These cutaneous tests were then 
applied, and, being found positive, the urine was 
centrifuged, and found to contain an abundance 
of tubercle bacilli. On cystoscopic examination 
subsequently,Jt was ascertained that the orifice of 
the left ureter was tumid ; that the urine coming 
from it was turbid and blood-stained; and that 
round its orifice the bladder-wall was studded over 
with tuberculous infiltrations. The left kidney is 
not apparently enlarged on bimanual examination, 
and only very indefinite tenderness is complained 
of on deep pressure. Here we have a case in which j 
modern methods of investigation are brilliantly 
justified! Without them, the true nature of the 
pyelitis, at such an early stage of its development, 
might readily enough have been misunderstood. 
The child is being treated on the ordinary lines 
of open air, abundant nourishment, and tuberculin 
injections, but the prognosis, at the present stage 
of events, is doubtful. 

Two cases still remain to be looked at, but time 
will permit only of passing reference to them. I 
bring them before you because of difficulties which 
emerge in each of them, and also because they 
exemplify the effects of thyroid disturbance on the 
body, in the one instance from defective, and in 
the other, from excessive, activity. 

Myxccdema. 

The first of these patients is set. 46 years, and 
she has suffered from myxoedema for several years. 
By the administration of thyroid extract her state 
of health can be regulated so as to maintain it at 
a fairly good level, but this difficulty arises in her 
case that, though myxoedematous, she is also 
neurasthenic, and the use of thyroid extract, while 
ameliorating the one condition, seems to intensify 
the other. Recently she has been going through 
a period of renewed myxoedematous trouble— 
somnolence, inertia, increasing weight, loss of hair, 
defective memory, etc.—and the outstanding 
features of the condition are, as you see, still 
conspicuously in evidence. She has been taking 
five grains of thyroid extract three times a day for 
a fortnight, and already she begins to experience, 
as she has done before, an uncomfortable sense of 
restlessness, palpitation, disturbed digestion and 


polyuria which she attributes to the remedy. Her 
menstruation is still regular, but she is approaching 
her menopause, and she tells us that in her earlier 
life she was always irritable, impressionable, and 
highly strung. We therefore find ourselves on the 
horns of this dilemma ? too little thyroid extract 
connotes myxoedematous discomforts; too much, 
neurasthenic miseries. Probably her neurasthenic 
troubles are accentuated by climacteric instability, 
and if that be so, we may hope for a greater 
tolerance of thyroid medication when she is older. 
Meantime it raises a point of nice discrimination 
and judicious management, to adjust her treatment 
so as to strike the happy mean between the devil 
on the one hand and the deep sea on the other. 
A case such as this opens up many interesting 
speculations as to the influence of thyroid activity 
on menopausal disturbances, many of which, as we 
all know, are curiously neurasthenic in type, and 
associated with all sorts of vagaries in the region 
of vaso-motor control. 

Exophthalmic Goitre . 

This patient, as contrasted with the former, is a 
sufferer from excessive, instead of defective, thyroid 
activity. Her story is apparently one of ordinary 
exophthalmic goitre, but, if it is so, she presents 
this unusual feature—that the exophthalmos is 
limited to her right eye, which, as is evident to you 
all, is markedly protuberant. She tells us that 
though now much better than formerly in regard 
to her subjective symptoms, she has for months 
past suffered from nervousness, palpitation, short¬ 
ness of breath, muscular tremors, perspirations, 
and recurrent attacks of diarrhoea. Her pulse, 
which is now 96, has been counted as high as 160. 
There is slight enlargement of her thyroid gland ; 
fine muscular tremors are still recognisable when 
she stretches forth her hands; and she presents 
many minor evidences of that vaso-motor instability 
which is so closely associated with hyper thyroidism. 
None of us will dispute that the general picture is 
one of exophthalmic goitre, but the unusual circum¬ 
stance of the exophthalmos being unilateral gives 
peculiar interest to her case. The right eye has 
been carefully examined ophthalmoscopically and 
the fundus is normal. 

Though these two patients are examples of 
diseases which, when met with in their text-book 
dress, are recognisable at a glance, they illustrate 
divergences from type which, from the practical 
point of view, are instructive to meet with and 
interesting to investigate. 

July 1 sth, 1912. 
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A LECTURE 

ON 

THE OPERATIVE TREATMENT OF 
FRACTURES OF LONG BONES. 

Delivered at St. Bartholomew's Hospital. 

By W. McADAM ECCLES, M.S., M.B., F.R.C.S., 
Surgeon to the Hospital. 

Gentlemen, —I have recently had in the wards four 
cases exhibiting various kinds of fracture for which 
operative treatment was necessary. The first was 
very interesting. A young man, while throwing a 
cricket ball, felt and heard a snap in his right arm 
—an oblique fracture of the humerus had occurred 
by indirect violence, in fact by muscular action. 
The second was that of a man who was standing 
by the side of his taxi-cab and another cab ran 
into his right thigh, fracturing his femur trans¬ 
versely by direct violence. The third was that of a 
man who fell down when drunk, and obliquely 
fractured his tibia in the lower third and his fibula 
in the upper third, again by indirect violence. The 
last case in the series was that of a man who was 
struck by a plank as he was standing near the hold 
of a ship. The plank struck him across the back 
of his right calf and caused him to fall down into 
the hold. Whether the blow from the plank broke 
the two bones by direct violence, or whether they 
were broken because he fell into the hold, it is 
difficult to say. But on looking at the skiagram 
you will find that the bones are fractured at rather 
different levels, and therefore the fractures may 
have occurred as a result of indirect violence from 
the fall into the hold. 

Before discussing the actual question of the 
operative treatment of fractures, I will remind you 
of one or two definitions in connection with 
fractures. 

What is a fracture? It is the sudden solution of 
the continuity of bony tissue. If a bone is eroded 
by caries so as to be separated into two parts, we 
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do not speak of this solution as a fracture. Sudden 
solution of continuity implies, almost always, some 
traumatism. The varieties of fracture of long bones 
are as follows: oblique, transverse, longitudinal, and 
spiral. An oblique fracture is a common form, 
and is generally the result of indirect violence. A 
transverse fracture is almost always the outcome of 
direct violence. A longitudinal fracture is one in 
which the bone is split longitudinally. It is often 
associated with an oblique or transverse fracture 
The last form is the spiral fracture, in which the 
fracture, instead of being on one side of the bone 
only, runs round the bone in a spiral manner. 

Comminuted fracture is another important type 
of fracture for which it may be necessary to 
operate, and therefore comminution should be well 
understood. It indicates a fracture which at the 
site of injury consists of more than two fragments 
of bone. The last definition I will refer to is that 
of a complicated fracture. This is a fracture asso¬ 
ciated with grave injury to soft parts, or a fracture 
which involves a joint. You will remember that 
all fractures are associated with injury to soft parts, 
particularly in connection with the periosteum and 
the blood-vessels, and sometimes the muscles 
attached. But these injuries do not imply a com¬ 
plicated fracture; the term is reserved for those cases 
where there is severe injury to soft parts, such as 
the tearing of a main artery, or the implication of 
a main nerve. Complications in many instances 
necessitate operative- treatment. In one of the 
skiagrams you will see an example of a very sharp 
fragment of the humerus, hooked over the point of 
which is the musculo-spiral nerve. This was the 
complication that necessitated operation. 

In order that you may understand why operation 
is required in certain cages it is desirable to know 
the principles of the treatment of ordinary fractures. 
Let me give them to you as three in number: 
apposition, rest, and massage. Apposition is the 
bringing of the fragments into proper line; it is 
frequently spoken of as the setting of the fracture. 
Rest is maintaining the fragments in apposition. 
And this maintenance of apposition necessitates in 
the majority of cases some kind of apparatus, such 
as splinting. And then there is massage, combined 
with passive movements, to prevent loss of function 
of muscles and to prevent stiffness occurring in the 
joint near the fracture. 

With these preliminary words I will now pass to 


the consideration of the operative treatment of 
fractures. 

We may say that the operative treatment of 
fractures is comparatively modern. Thirty years 
ago one would seldom have seen a closed fracture 
treated by operation except in cases where the injury 
was so great, both to the bone and the soft parts, that 
amputation was necessary. I can very well re¬ 
member having seen in my student days cases of 
open Pott's fracture submitted to amputation; but 
I suppose scarcely any of you have seen amputa¬ 
tion done for such injuries. So the present 
position of the question of the operative treat¬ 
ment of fractures is very different from what it was 
a quarter of a century ago. 

What are the conditions present in fractures 
which necessitate operative treatment ? There are 
three which I shall give you in this relation: mal¬ 
position, non-union, and complications. 

First, malposition. There are four chief types 
of malposition in connection with a fracture. The 
first is longitudinal deformity. It occurs most 
commonly in connection with the oblique fractures, 
and is most usually determined by measuring the 
length of the limbs and comparing that of the 
sound limb with the other. Longitudinal defor¬ 
mity is almost always the outcome of muscular 
contraction. This draws the lower or distal com¬ 
paratively loose fragment towards the upper or 
proximal comparatively fixed fragment, and so longi¬ 
tudinal deformity is brought about. Then there is 
angular deformity, that is to say, at the site of the 
fracture the two fragments are at an angle, and it 
occurs more commonly in transverse fractures than 
it does in oblique. The third form is lateral 
displacement, and this is seen perhaps more 
commonly with transverse fractures than with 
oblique: One notable exception ter this rule is 
Pott's fracture, which is an oblique fracture of the 
fibula with a considerable amount of lateral dis¬ 
placement of the foot. And lastly, there is a 
deformity which is very often overlooked, and 
which is a very serious one, and that is rotation. 
For instance, in a fractured femur the whole lower 
part of the limb rolls outwards, the bones them¬ 
selves may be in contact with one another, and yet 
there may be a well-marked deformity as the result 
of rotation. Every one of those malpositions may 
be such as show the desirability* and in many cases 
the necessity, of operative treatment. 
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Now we come to non-union. What is the defi¬ 
nition of non-union ? It is the failure of a fracture 
to unite by bony tissue within the usual length of 
time for such union. It may be united by fibrous 
tissue, and in a certain number of cases you have 
a false joint formed. The causes of non-union are 
exceedingly important, because to know them may 
be to prevent the occurrence of this condition. 
The causes of non-union fall under three heads: 
want of apposition, want of rest, and want of proper 
blood supply. Want of apposition is due, in a 
large number of cases, to muscular action, to the 
pull of the muscles. Want of apposition may also 
come about by the intervention of soft parts 
between the actual fragments, and most commonly 
the soft part which intervenes is muscular tissue. 
A third want of apposition is loss of bony tissue; 
and this loss may occur at the time of the fracture 
when there is an open comminuted fracture; a portion 
of the bone may be lost—even left lying on the road¬ 
way. Or there may be a fracture which happens 
to become septic, and a portion of the bone is 
eaten away by septic caries, with the result that 
there is loss of tissue. 

Want of rest is also a cause of non-union. 
Care has to be taken in these days when massage 
is used that it is applied without disturbing the 
fractured ends, which implies a skilled application. 
For that reason I suggest that all of you should go 
and see massage done in the Massage Department 
here as often as you can, so as to become familiar 
with it. Every now and then you will have to 
employ it yourselves. Want of rest is also brought 
about by bad application of splints, by restlessness 
of the patient, particularly one who has delirium 
tremens after a fracture, and occasionally by phy¬ 
siological action, as in the case of fractured ribs, 
where naturally the patient must move the bones 
during respiration. 

Want of proper blood-supply is occasionally a 
cause of non-union. It is seen most commonly in 
connection with fractures of the neck of the femur. 
In an intra-capsular fracture of the neck of the 
femur there is not very much blood-supply to the 
proximal fragment consisting of the head and part 
of the neck. It is supplied through the branch of 
the obturator artery along the ligamentum teres, 
but it is not a very good blood-supply, and it has 
been suggested that that is one of the reasons why 
there is non-union in connection with intra-capsular 


fracture of the neck of the femur. Another very 
common site for non-union is the middle of the 
shaft of the humerus. 

Fractures associated with complications is the 
last group of fractures often requiring operation. 
There are four important complications in con¬ 
nection with a fracture which may lead to the 
necessity of operative treatment. One is injury to 
vessels, the second is injury to nerves, the third is 
involvement of joints, and the fourth is a very 
severe open (or compound) fracture. 

Having discussed briefly the reasons why a 
fracture should be treated by operation, I have 
now to proceed to the methods of operative junc¬ 
tion. In the present day for a long bone plating 
is most commonly employed. In England plating 
has been to a very large extent brought into 
prominence by Mr. Arbuthnot Lane, of Guy's 
Hospital, and he has shown how safe and satis¬ 
factory it is when properly carried out. The older 
method was wiring of fractures. It is interesting 
that the only instances, as far as I know, in our 
Museum of wiring of fractures are in connection 
with the patella, which, of course, is not a long 
bone. In other words, it means that the wiring 
of long bones, although fairly often carried out, 
was not dangerous to life, and specimens there¬ 
fore did not come into the museum. But in the 
cases of fractured patellae you will see instances of 
definite wiring. 

For plating small steel plates are used, varying 
in length, generally for a femur from five to six 
inches, and for a humerus four to five inches long, 
and for smaller bones correspondingly shorter. And 
these plates are made of various shapes, and should 
always have four holes for screws. Possibly 
more than four may be required, so as to have 
sufficient purchase on the bone to prevent the plate 
rotating. It may seem to be comparatively easy 
to plate a bone, but it is not so easy. There are 
three great difficulties. The first is to get the 
fragments actually into apposition, and the second 
is to satisfactorily apply the plate so as to keep the 
fragments properly in apposition. The third 
difficulty is to obtain sufficient hold by the screws 
upon the bone. With regard to the details of the 
plating, the first essential is asepsis. You can 
easily understand why that is important. If there 
is sepsis you will find that almost always your plate 
works out and the condition of the patient is liable 
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at the end to be far worse than before. With 
regard to asepsis, if plating is necessary soon after 
the accident it is important to start preparing the 
skin at once. When, for instance,in a bad case of 
fracture of the tibia, it is considered that the 
ordinary method of non-operative treatment will 
not be successful, it is important to decide when 
the operation is to be performed. Will ypu do the 
operation, for instance, within the first forty-eight 
hours after the fracture ? Will you do it at the end 
of a week, or will you put it off three or four weeks? 
You know that after a fracture there is a very great 
tendency for blebs to form and to form fairly 
quickly. It is difficult when blebs are present to 
obtain and maintain thorough asepsis, and they 
constitute one reason why an operation on many 
of these cases cannot be undertaken in the early 
stages after the accident. So I lay down these 
general rules : Where there are no bullse and the 
skin can be rendered aseptic, operation may be per¬ 
formed as soon as convenient. Where there are 
bullae it is well to wait until these disappear, in 
other words wait a week or ten days. In the mean¬ 
time it is exceedingly important to keep the part 
aseptic, and one of the best methods of dealing 
with bullae in connection with fractures is to treat 
them exactly as you would burns, namely by 
picric acid gauze, etc.; and where there is sepsis, it 
will mean waiting until that sepsis is overcome 
before ypu operate, which may be a matter of some 
weeks. 

The next point concerns the incision. You 
must always have a full incision, and one which 
will do the least damage to the soft tissues round 
the bone. For instance, in the case of a fractured 
femur the incision is made best on the outer side 
of the thigh, for in that way the big vessels and 
nerves which lie on the muscles on the inner side 
of the thigh can be avoided. The incision in the 
case of the femur will have to be eight or even 
twelve inches long in a muscular patient. In the 
case of a fractured tibia the incision is on the inner 
side over the subcutaneous surface of the tibia to 
avoid the internal saphenous vein. When the 
bone is reached two things have to be considered : 
removal of any soft tissue lying between the frag¬ 
ments and the refreshing of the ends of the bone. 
A thin slice of bone is to be cut off on the proximal 
and on the distal side, removing with it any fibrous 
tissue which has been uniting the fragments. I 
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say a thin slice, because if you cut off too much 
you are apt to shorten the limb and there may be 
a gap. After the ends of the bone have been 
refreshened, then by means of Mr. Lane’s forceps 
the fragments are held in apposition while the plate 
is adjusted and screwed on, care being taken that 
the screws do not splinter the bone. The bradawl 
or awl which is used must not be too big, otherwise 
the screws will not properly hold, and it must not be 
too small, otherwise there will be a great tendency 
to splinter the bone. Having placed the plate 
in position and secured it by screws, the soft 
tissues, particularly the separated periosteum, are 
brought up over the plate, and the wound is 
closed and the limb splinted. 

Wiring is done by means of silver wire, the 
gauge depending on the size of the bone which has 
to be fixed. There are two chief ways in which 
wire may be used. Holes may be drilled in the 
bone and wire passed through the hole in each 
fragment, and then the ends twisted. It is difficult 
to pass a wire through the hole that you have 
drilled in the bone, because that tunnel has rough 
walls, so it is useful to use a hollow awl. 

The other method of using wire is to pass the 
wire round the two fragments of bone. This is 
useful in a very oblique fracture, for it splices the 
broken ends together. 

Now, with regard to after-treatment. Maintain 
rigid asepsis, maintain rest, but rest need not be 
kept up so long in these cases as when no 
operative treatment has been carried out, for the 
reason that the plate itself holds the fragments 
together and acts as a splint on the bone. 
Massage and passive movements should be carried 
out as in the cases where no operation has taken 
place as soon as the wound has healed. 

The question of removal of the plate or wire has 
to be considered later. The plate or wire does no 
harm if it is aseptic and if it has been properly 
applied. Consequently it can be left in per¬ 
manently. But if it gives rise to any irritation from 
the passage of muscle over it or from, as 
occasionally happens, its working loose, then 
quite a small incision over the exact spot where 
the plate is will enable it to be withdrawn. Wire, 
on the other hand, is not so easy to take out. 
Sometimes the wire, will work loose. 

The last point I want to raise to-day is the ques¬ 
tion of non-operative versus operative treatment. 
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What are the advantages of non-operative treatment j 
and what are the advantages of operative treat* j 
ment? The advantages of non-operative treatment j 
are very great, and I think there is a tendency at 
the present day to overdo operative treatment of j 
fractures. Our predecessors in this and other 
hospitals used to have exceedingly good results, 
but they were very painstaking in the non-operative 
treatment of fractures, I think a little more so than 
is the case at the present day. First of all, opera¬ 
tion is avoided, and you know that an operation to 
many people is really a very serious matter. They 
very much dislike the word, and have a great dread of 
the actual performance and of what is going to be 
the outcome of the operation. Often, of course, 
when it is all over, they are very agreeably surprised 
to find how little they have suffered from it. 
Secondly, the essential anaesthetic may be avoided. 
Wiring a femur might be done under spinal anaes¬ 
thesia, but it is just one of those operations in 
which I strongly prefer to have the patient under a 
general anaesthetic, because, if spinal anaesthesia 
failed in the middle of the operation, it would be 
very awkward for the surgeon, much more so than in 
the case of an amputation, which could be quickly 
completed. Thirdly, if it is a closed fracture, an 
operation necessarily makes it an open fracture and 
there is always the risk of sepsis occurring. 

Now let me give three advantages of operative 
treatment. Accurate apposition can be secured. 
And there are cases, as most of those who have 
been house-surgeons at a big hospital know, in 
which you cannot really get fragments into apposi¬ 
tion otherwise than by operation. Secondly, a 
greater degree of rest is secured. In the case of a 
restless patient, one who will not stand splinting 
easily, operation may be very desirable. And 
lastly, by means of operation a shorter period of 
convalescence is generally secured. This is es¬ 
pecially the case with fractured patella, although 
perhaps it is not so true in the case of fractured 
femur. And in conclusion I would say this: 
remember that the operative treatment of fractures 
is still quite young, and it remains with you and 
with me to see that it is not abused, and that it is 
carried out in those cases where it will really do 
good, and that it is carried out thoroughly well. 

July 22nd, igi2. 


THE DIAGNOSIS OF PHTHISIS 
AND OTHER TUBERCULOUS 
DISEASES.* 

By H. WILLOUGHBY GARDNER, M.D., 
M.R.C.P.Lond., 

Senior Physician, Salop Infirmary. 


i Your medical examiners for the King Edward 
j Memorial Sanatorium for this county have fre- 
i quently felt how much illness might have been 
! saved and how much more hopeful the work would 
| be were all the cases which come before them 
, diagnosed in their earliest stages. 

This has now been to a very great extent ren- 
| dered possible, possible, that is, if the general 
practitioners and the public will zealously and 
intelligently co-operate in the work; and it seems 
to me that it would be a wise thing for us to pass 
in review the resources which science has now put 
into our hands, and consider how best we may 
utilise them. 

I shall speak chiefly with phthisis in my mind, 
but much that we shall have to consider will apply 
equally well to the diagnosis of other tuberculous 
diseases. 

In a suspected case of phthisis the first thing of 
all to do is to have the sputum tested for tubercle 
bacilli. If they are present there is no more to be 
said. It is a case of tuberculous disease of the 
lung without the possibility of a doubt, and what 
is more, it is a case of “open” tuberculous disease, 
i. e. tuberculous disease which is breaking down, 
ulcerating; and it is a case which may possibly 
infect other people. All this is such a common¬ 
place that it seems absurd to mention it; yet 
though every case that comes before us brings a 
form filled up by a medical man, who is especially 
asked to say whether tubercle bacilli are present or 
absent, in about half the cases this is not done, 
and often in doubtful cases this omission causes a 
great deal of trouble to all concerned. I can only 
think this is because medical men in the country 
are quite unaware how wonderfully easy and simple 
a proceeding it is. In this county the examination 
is made for us by the Pathological Department of 

* A paper read bet ore the Clinical and Pathological 
Section of the Shropshire and Mid-Wales Branch of the 
| British Medical Association. 
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the University of Birmingham, by an arrangement 
made by our county council. The county council, 
knowing how important it is for the public welfare, 
rightly pays for the examination. A suitable bottle 
in a case is supplied, and an envelope with printed 
address. All the doctor has to do is to write the 
patient's name and address, his own name and 
address on the label supplied, and put a penny 
stamp on the envelope. All the patient has to do 
is to expectorate into the bottle on waking in the 
morning, cork the bottle up, put it into its case and 
envelope and put it into the nearest post-box. 
A report is sent to the doctor, saying whether 
tubercle bacilli are present or absent; and if they 
are present, a notice is sent to the medical officer 
of health, to whom the doctor also must report 


How, then, are we to make sure of the patho¬ 
logical diagnosis in these cases ? 

One of the most delicate methods of diagnosis 
is by means of an X-rays examination ; by this 
means we can certainly discover the presence of 
disease which we cannot discover by auscultation 
or percussion. But for this purpose we need a 
very expensive apparatus, and very expensive tubes 
and a skilled, operator. It is quite outside the 
possibilities of ordinary practice. 

We have, however, the tuberculin tests, and 
these are not beyond the scope of the general 
practitioner, and when their uses and limitations 
are properly understood they will be found to be 
most helpful, and these are what I want you to 
consider with me. 


The tuberculin tests. 


Limitations. 


Special advantages. 


1. Calmette’s Conjunctival Test. —Not recom¬ 
mended. May injure eye. 

2. Moro’s Cutaneous Test. —Not recommended. 

3. Von Pirquet’s Cutaneous Test. — (a) For young 
children. —Most valuable and reliable. (A) For 
adults and children over ten.—If positive, sugges¬ 
tive, not reliable. If negative , very valuable evi¬ 
dence, but test must be repeated once again. 


4. The Subcutaneous Test.— By hypodermic in¬ 
jection of old tuberculin. Very valuable and re¬ 
liable for children and for adults , both when 
positive , and when negative. 


Eye disease of any kind pro¬ 
hibits. 

Unreliable. 

Gives no clue to the actual 
position of the tuberculous 
disease. Will show not only 
presence of active disease, 
but also of old, quiescent, 
perhaps completely cured 
tuberculous disease. 

Being a febrile reaction, can¬ 
not be used when fever is 
present. 


(a) Great simplicity, (b) Can 
be used when fever is present. 
(c) Can be used in out-pa¬ 
tient practice. 


The focal reaction shows^the 
actual site of the tuberculous 
disease. 


All these reactions fail in—( a ) The last stages of phthisis ; (b) cases showing great cachexia; 

(c) acute miliary tuberculosis. 


the case. The complete absence of any difficulty, 
trouble, or expense really renders any omission to 
do this quite inexcusable. 

If, however, tubercle bacilli are absent we must 
by no means conclude that the case is not one of 
phthisis; they may be absent only temporarily; a 
second examination may disclose them, or there 
may be tuberculous disease, even somewhat ex¬ 
tensive in amount, which has not yet began to 
break down. I think we may fairly say that every 
case of phthisis passes through an early stage in 
which no tubercle bacilli are expectorated. There 
are also at least two conditions in the chest which 
may lead, perhaps quickly, perhaps very slowly to 
phthisis in which no tubercle bacilli are found ifi the 
sputum, viz. tuberculous pleurisy and tuberculous 
bronchial glands.* 


As at present used in this country they are four 
in number, Calmette's, Moro’s, Von Pirquet, and 
the subcutaneous tests by hypodermic injection; 
for all these tests Koch’s old tuberculin i$ used. 
For Calmette’s test a minute amount is dropped 
into the eye; for Moro’s test it is made up into an 
ointment and rubbed into the skin ; Von Firquet’s 
is also a cutaneous test, the tuberculin being 
scratched into the skin. 

For the sake of simplicty I have put these four 
tests into tabular form, showing how they are 
applied, and what are the special objections, 
limitations and advantages in each case. 

You will see that we put Calmette’s test and 
Moro’s test altogether aside—Calmette’s.because it 
is not without some danger to the eye, and presents 
no special advantages over Von Pirquet’s test, and 
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Moro’s test because it is unreliable, and a test 
which is unreliable only increases one’s difficulties. 

We are left, therefore, with Von Pirquet’s test 
and the subcutaneous test, and these we must 
carefully consider. Both are extremely useful; 
each has its special limitations and each has its 
special advantages. 

Before considering these two methods more 
closely it will be best for us to think in what kind 
of cases these tuberculin tests are needed and are 
found so useful. 

(1) Cases with indefinite signs of lung disease, 
leading us to suspect phthisis, in which no sputum 
is obtainable. 

(2) Similar cases in which there is sputum, but 
it contains no tubercle bacilli—the tuberculous 
disease, if present, not having yet commenced to 
ulcerate. 

(3) Cases of koniosis, of which stonemason’s 
disease is the most familiar example, in which the 
constant inhalation of small particles of silicious 
dust or sand causes chronic irritation of the bron¬ 
chial tubes and lung tissue, leading to chronic 
bronchitis and fibrosis of the lung. Sufferers from 
this condition generally die of tuberculous phthisis; 
the tuberculous disease is, however, a superadded 
one—a most terrible complication. In any given 
case it is most important to discover whether it is 
present or not. If it is not, removal from the ex¬ 
citing cause is sufficient to stay the progress of the 
disease and a very considerable amount of recovery 
is possible, though with damaged lungs. If 
tubercle is present, prognosis is far more grave, 
and treatment must be far more thorough. 

(4) Cases of patients with chronic cough— 
perhaps only with chronic winter cough—associated 
with some loss of health, but with no physical signs. 
A considerable number of these cases turn out to 
be tuberculous. 

(5) Cases showing chronic gradual loss of health 
with loss of weight and progressive weakness, but 
with no definite cause or definite physical signs. 
These cases are especially found among children 
and young adults, and a considerable number of 
them prove to be tuberculous. 

(6) Cases of chronic pyrexia or of frequently 
recurring attacks of pyrexia with no physical signs 
but with loss of weight and vigour. The causes 
of this condition are many and various and are 
often extremely hard to discover. Hidden tuber¬ 


culous disease is one of the most frequent, and can 
often be discovered by the help of our tests ; or its 
absence may be shown by them, and so we are led 
to search for other causes. 

(7) Then we have one very familiar set of cases 
in which a father, mother, brother or sister have 
died from phthisis after a long illness, and other 
members of the household, though presenting no 
definite signs of disease, either have a suspicious 
cough or are evidently out of health. Sad expe¬ 
rience tells us that if left to take their course a large 
number of these ultimately develop phthisis and 
die; by means of our tuberculin tests we can 
definitely decide whether these have become 
infected or not. If they have, and prompt and 
efficient measures are taken, our experience tells us 
that these cases can generally be completely cured. 

(8) Then we come to another set of cases, cases 
in which the presence of disease is obvious enough, 
but its nature, its aetiology is uncertain, and we wish 
to know whether it is or is not tuberculous. 

Such cases are: 

(1) Pleurisy, especially (a) chronic dry pleurisy, 
and (b) pleurisy with effusion. 

(2) Unresolved pneumonia. 

(3) Chronic consolidation at base of lung. 

(4) Enlarged glands in the neck and elsewhere. 

(5) Joint, bone and skin affections. 

(6) Disease of kidneys, bladder, etc., especially 
for the diagnosis between renal calculus and stone 
in the kidney when there is pus and blood in the 
urine and pain in the kidney. In these cases 
further search carried out by skilled laboratory 
methods will often show the actual presence of 
tubercle bacilli in the urine. 

(7) Cerebral tumours: Here we often want to 
diagnose between tubercle and syphilis, and are 
greatly helped by Wasserman’s test for syphilis and 
the tuberculin tests. 

We must now consider the two tests, von Pirquet’s 
and the subcutaneous test, in detail. .. 

(1) Von Pirquet’s Test. 

This is a cutaneous test, pure and simple. We 
inoculate the skin with a drop of old tuberculin. 
It the patient has tuberculous disease anywhere in 
his body his skin is hypersensitive to tuberculin 
and an inflammatory reaction results. 

The ,method in which this is done is very simple. 
We need for.it-r-r 1 
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(1) The old tuberculin, which is supplied us in 
suitable tubules. 

(2) A scarifier: special ones are supplied, made 
according to von Pirquet’s directions, which are 
very convenient. 

(3) Pure ether for cleansing the skin. 

(4) A spirit lamp, in the flame of which the scari¬ 
fier is rendered aseptic. 

(5) A little absorbent wool. 

The inner side of the arm is chosen as the most 
convenient spot and as being free from hairs. The 
skin is first cleansed by rubbing it with ether—soap 
and water being first used if necessary. The skin 
is rendered tense with the finger and thumb and a 
small scarification is made with the little chisel 
about the centre of the cleansed area, care being 
taken not to draw blood. Two inches above and 
again two inches below this spot a small drop of 
tuberculin is applied to the skin. Through the 
drops two scarifications are then made precisely 
similar to the first one, which is called the control. 

The tuberculin is then left to dry on for five or 
ten minutes. Any that remains at the end of that 
time is carefully wiped off with aseptic wool, and 
the patient is allowed to go home. The patient 
comes up for inspection twenty-four or forty-eight 
hours after. If he can only be seen once it is best 
for him to come in forty-eight hours’ time, as some¬ 
times the reaction occurs very slowly. If the 
patient is not tuberculous, no reaction will have 
occurred, and all three marks look precisely 
the same—mere little scars or scabs surrounded by 
clear skin. If, however, the patient is tuberculous 
the central or control spot will show no further 
changes, but the other two spots will show definite 
signs of inflammation, and will be surrounded by a 
raised red swelling or papule of greater or less 
extent. We are told to consider the reaction posi¬ 
tive if it is a quarter of an inch in diameter. If 
we are in doubt about it or if it is negative, the 
test should always be repeated. A second negative 
result, if it is carefully done, may be considered 
conclusive; a single one is not enough. 

(2) The Subcutaneous Test. 

We use for this test dilutions of old tuberculin 
of certain definite strength and in certain definite 
doses until we get a reaction. If when we have 
injected the strongest and largest dose we^et no 
reaction, then we say there is no tuberculous disease. 


This test also depends on hypersensitiveness to 
tuberculin in those who have any tuberculous 
disease, but the hypersensitiveness is shown, not in 
the skin at the site of the injection only, but in the 
whole body, and especially at the actual seat of the 
tuberculous disease. 

The reaction which follows is a fourfold one. 

^ (1) Local .—The so-called needle-tract reaction 

—inflammatory redness and a swelling along the 
| track of the needle. 

N.B. —The intensity of the needle-tract reaction 
is a good guide to the susceptibility of the patient. 

(2) General symptoms. —Headache, malaise, 
aching of limbs, anorexia with flushed face, rapid 
pulse, etc. 

(3) Pyrexia. —a rise of temperature of over 
]° F. 

(4) Focal. —An inflammatory reaction at the seat 
of the tuberculous disease itself, causing various 
signs and symptoms according to the organ 
affected. 

The reactions generally set in from eight to six¬ 
teen hours after the injection, and are generally all 
over in from twenty-four to thirty-six hours. 

The best time to give the injection is in the 
morning, so that we may not miss the reaction. 

For this subcutaneous test we need : 

(i) A hypodermic syringe containing 1 c.c. and 
divided into ten divisions. This must always be 
sterilised carefully before using. 

(li) A stock solution of undiluted old tuber¬ 
culin. This will keep for months in a cool dark 
place. 

(iii) A large bottle of sterilised \ per cent, 
phenol solution for diluting the tuberculin. 

(iv) A small bottle of pure lysol for sterilising 
the skin. 

Two dilutions are used for testing. They should 
be freshly prepared, and kept not longer than ten 
to fourteen days in a cool dark place. 

To make dilution No. i, add T x 5 cx. x>\d tuber¬ 
culin to 9 t 9 ^ c.c. phenol solution ( = 1 per cent, 
solution). 

1 c.c. will contain 10 mgrm. old tuberculin. 

To C.C. ,, ,, I ,, ,, „ 

To make dilution No. 2, add 1 c.c. of No. 1 
dilution to 9 c.c. phenol solution (= 1 in 1000). 

1 c.c. will contain 1 mgrm. 
to c.c. ,, ,, *ro »» 
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The testing injections given are : — 

For Adults . 

i\i mg. = f a j c.c. ( 2 divisions) of dilution No. 2. 
1 » = 1 c.c. (10 „ ) 

5 » = to c'.c. ( 5 » ) » ' No. l - 

IO-„ = i c.c. (10 „ ) 

For Children . 

t o nig. = T (T c.c. (1 division) of No. 2. 

iff » = tV c - c - (S divisions) „ 

2^ „ c.c. (2^ „ ) of No. 1. 

5 m — TT> C,C * (5 M ) M 

If a definite reaction follows any one of these 
doses we can say that the patient has tuberculous 
disease. 

If no reaction follows the first dose, i. e. the 
smallest of these doses, we give the second dose 
the next day but one, and so we go on until we get 
a reaction, with the same interval between each 
dose. 

If a slight reaction occurs, i° F., or less, we 
repeat the same dose next time. A stronger re¬ 
action will generally occur, showing increased 
hypersensitiveness. This is absolutely diagnostic. 

If no reaction at all follows, even after the 
largest of these doses, then we can say* that the 
patient has no tuberculous disease. 

As the most important reaction is a temperature 
reaction, it is necessary to take the temperature 
every three hours for two days before the injection 
is given, and throughout the whole course of the 
injections. 

Comparing the two methods, Von Pirquet’s and 
the method of subcutaneous injection, we see that 
each has certain great advantages and certain 
limitations. 


Von Pirquet’s Test. 

The advantages are: 

(1) It is very simple and easy to do. 

(2) It can be done for out-patients, all that 
is necessary afterwards being that the arm should 
be seen by oneself, or by a capable deputy about 
forty-eight hours later. 

(3) Not being a fever reaction it can be used for 
-■febrile patients. 

The limitations are : 

(1) It gives no clue whatever to the actual seat 
■of any tuberculous disease present. 

* Except where all reactions fail, as subsequently stated. 


j (2) It is too delicate, showing the presence of 
| past, quiescent, and even obsolete tuberculous 
1 disease, as well as of present active disease. 

It is stated that 70 per cent, of us suffer from, 
some form of tuberculous lesion before the age of 
fifteen, and most of us happily recover from it. 

| A positive result from Von Pirquet’s test may only 
point to such past trouble. The test is therefore 
of much less use in the case of adults. If, however, 

| in adults the result of Von Pirquet’s test is negative 
when we have carefully tried it twice, we may feel 
confident that any disease present is not tubercu¬ 
lous.* That is, a negative result is of great value. 

In children below the age of ten it is, however 
| a very valuable test, both positive and negative, 

' and the younger the child the more valuable it is 
! as a positive test. In children above the age of ten 
I a positive result is suggestive only, whereas a nega¬ 
tive result is quite reliable. 

1 The subcutaneous test is far more valuable. Its 
, advantages are : 

i (1) It is reliable both as a positive and as a 
| negative test both in children and in adults. 

(2) The focal reaction obtained shows the actual 
seat of the tuberculous disease.f 

(3) The intensity of the needle-tract reaction 
! and the dose or strength of the dilution needed to 

cause the reaction shows the sensitiveness (or 
susceptibility) of the patient to tuberculin, and is 
therefore a guide to treatment. 

Its limitations are: 

(1) Being essentially a temperature reaction, it 
cannot be used if pyrexia, and especially if irregular 

! pyrexia, is present. 

(2) It can only be used when we can keep the 
patient for some days under observation in a 
hospital or nursing home, or under skilled care 
in their own homes, and it is necessary to keep 
them quite quiet, preferably in bed. 

All the tuberculin reactions may fail in the last 
stages of phthisis and in all tuberculous patients 
who are acutely ill or show great cachexia; also in 
acute miliary tuberculosis. They are practically of 
no use for prognosis. 

The subcutaneous test is contra-indicated in : 

(1) Febrile cases. 

(2) Advanced cases and cachectic cases. 


# With the exceptions to be subsequently stated, 
t See note at end of this paper. 
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(3) Recent haemoptysis. 

(4) Pregnancy. 

(5) Intestinal ulceration. 

Recognising the importance of the early diagnosis 
of phthisis, the Directors of the Salop Infirmary, 
at the request of the County Association for the 
Prevention and Cure of Consumption, have set 
aside two beds for testing with tuberculin male 
patients suspected of early pulmonary tubercle, and 
have erected a shelter containing two beds for 
women and children for the same purpose. As 
each case will remain in for ten days on the 
average, this will enable seventy men and seventy 
women and children to be taken in for this 
purpose. If these facilities are made as much use 
of as we hope they will be, they should do much 
to solve the difficulty of the early diagnosis of 
tuberculous disease in this county. 

A word remains to be said as to the notification 
of phthisis, which is now compulsory. As 70 per 
cent, of us suffer at one time or another from 
slight tuberculous disease, it follows that if our 
means of diagnosis were absolutely perfect, 70 per 
cent, of us would have to be notified. That, of 
course, would be absurd. We want some definite 
rule. I would suggest that our rule should be : 

To notify — (1) All cases containing tubercle 
bacilli in the sputum. These are the cases which 
are a danger to the community. 

(2) All cases showing unmistakable physical 
signs of phthisis, even if there are no tubercle 
bacilli in the sputum, or if there is no sputum 
obtainable. 

(3) Exceptional cases in which the tuberculin 
test discloses early pulmonary tubercle in those 
who have been especially exposed to infection, 
or live in infected houses or work-rooms. 

Note /.—Focal reactions in pulmonary tuber¬ 
culosis may be : 

(a) Subjective symptoms manifest to the patient 
himself, such as increased cough, dyspnoea, and 
pain in the chest. 

(b) Objective evidences, such as increase of 
sputum, and appearance of blood-streaks in it; 
and on examining the chest the discovery of r&les 
or other abnormal signs where none were previously 
found, or the increase of those already noticed. 

NB .—Slight grades of these focal reactions may 
easily escape notice; therefore while their detection 


is of extreme value, we must never allow their 
absence to affect our diagnosis. 

Focal reactions in tuberculous disease elsewhere 
are such as: 

In pleurisy: increase of pain, tenderness, and 
friction, and perhaps also of effusion. 

In tuberculousperitonitis : increase of abdominal 
pain and tenderness. 

In tuberculous laryngitis: alteration of voice, 
redness and swelling per laryngoscope. 

In tuberculous glands : increase of swelling and 
tenderness, perhaps redness. 

In tuberculous bone disease: increased swelling, 
tenderness, perhaps pain. 

In tuberculous joint disease: increased swelling, 
tenderness, pain and limitation of movement. 

In lupus and other tuberculous skin diseases: 
visible changes, including redness and swelling, 
perhaps tenderness and pain. 

In tuberculous diseases of the eye: visible inflam¬ 
matory changes. 

Note II. —Recent researches have shown that 
these tuberculin tests have not quite the absolute 
value assumed in the foregoing paper. They are 
all due to the sensitiveness produced by the tuber¬ 
culous infection This sensitiveness persists for 
long after the disease to which the infection gave 
rise has become quiescent or even cured. As time 
goes on this sensitiveness gradually diminishes, but 
it may take half a life-time to disappear entirely. 
This has already been referred to in dealing with 
Von Pirquet’s test. The subcutaneous test requires 
a far greater degree of sensitiveness for its reaction ; 
it has therefore been considered, if positive, to 
show sensitiveness so great as to prove the presence 
of active disease. If the patient reacts to the first 
dose that may be considered to be true ; the trouble 
is that the first dose or two, though they do not 
provoke a reaction, may so increase the sensitiveness 
due to some old lesion that a reaction will occur to 
the next larger dose which would not otherwise 
have appeared. 

Another difficulty is that auto-inoculation with 
the patient’s own tuberculin may develop so great 
tolerance to tuberculin that the dose given may be 
insufficient to cause any reaction ; or on the other 
hand, as has been already mentioned, the patient’s 
cachexia may be so great that no reaction is possible. 
In considering a negative result of any test, these 
two possibilities must always be borne in mind. 
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When all *has been said, however, the practical 
value of these tests is very great; they are to be 
used wisely, not as a substitute for our clinical 
knowledge and our clinical skill and experience, 
but as most useful additions thereto. By their 
help we may make a practically certain diagnosis 
in many a case which we could not have diagnosed 
before, and so may be able to make our treatment 
of such a case successful. The more we get to 
know their limitations and are able to make allow¬ 
ance for them, the more helpful we are likely to 
find them. 

July 22 nd , 1912. 


The Supposed Speoifie Biological Effects of 
Mineral Salts. —Schloss refers to the demon¬ 
strated facts of the necessity of mineral salts for the 
integrity of tissues and performance of functions. 
To show the rationale of their action is naturally a 
very difficult proposition, which can only be solved 
piecemeal if at all. Thus one may investigate the 
possible rdle of salts in water metabolism, on 
fluctuations in weight, on thermogenesis, etc. 
These lines of research have been cultivated for 
some years past and many peculiar data have been 
obtained. If, for example, animals receive equi- 
molecular amounts of calcium lactate, acetate and 
chloride respectively, the first is followed by gain 
in weight, the third by loss in weight, while in the 
second results are negative. Since the ration is 
the same for each salt, the inference is that the 
differences in results are due to the anions, which 
appear able to affect specifically the water meta¬ 
bolism. A study of this subject at the bedside, 
however, tends to upset the ionic theory, for it 
shows that calcium chloride increases the water 
excretion of both skin and kidneys, while calcium 
lactate diminishes both, and calcium acetate 
diminishes the urine but increases the perspiration. 
Gain in weight as a result of ingesting a particular 
salt comes about through the fact that less urine is 
passed while there is no compensatory activity of 
the skin. There is thus retention of the salt with 
water retention and weight gain. The halogen 
sodium compounds all cause this water retention, 
as does also calcium lactate.— Med . Record , vol. 
lxxxii, No. 1. 


A CLINICAL DEMONSTRATION OF 
DISEASE IN CHILDREN.* 

By J. H. THURSFIELD, M.D., F.R.C.F.. 

Assistant Physician, Hospital for Sick Children, 
Great Ormond Street. 


I have a miscellaneous collection of children to 
show you to-day. The first of them is a child who 
is an example of a very rare condition, a condition 
which has, however, become more common as we 
have learnt to recognise it, and that is acute ataxia 
following the various infective diseases—measles, 
whooping-cough, chickenpox, etc. This child was 
two years and ten months old when I saw her 
four months ago. She was ten months old when 
she had shaking of the head and limbs. She 
could walk round chairs at ten months of age, but 
since measles at that age she has not walked 
at all. When we come to examine her she has a 
good deal of ataxy, and you can see it very well 
marked in the hand when it is held out. She has 
distinctly improved since I first saw her, though 
even now she cannot possibly walk by herself. She 
has a little nystagmus, and when I saw her three 
months ago she had some sluggish reaction of 
pupils. There was rigidity of arms and legs, and 
at that time she walked on the tips of her toes 
very much. There was no adductor spasm, which 
differentiates these cases from spastic diplegia. 
The interest of these cases is that the prognosis is 
extremely good on the whole. Recovery is very 
slow, but as a rule it is fairly complete, depending 
upon the precise region of the brain which is 
affected. There are many different classes which 
have been described, but the chief of them are 
these cases of acute ataxia where the lesion, in all 
probability, is in the cerebellum, an encephalitis 
there. Occasionally there is encephalitis in the 
pons leading to nuclear palsies, especially of the 
eye-muscles. Those cases are less favourable in 
the matter of prognosis. Again, you may have 
encephalitis in the motor tract, and if the lesions are 
at all extensive the prognosis is poor. But in the 
cerebellar cases the prognosis is very good. I have 
here notes of three other cases. One was that of 
a child of six who was taken suddenly ill with what 
was supposed to be influenza. He had a bad 

• At the Polyclinic. 
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headache for ten days, twitching of the left side, 
and then had very slow, scanning speech with 
unsteady gait, marked rigidity of limbs, tremor and 
twitching of hands, inco-ordination, and a good deal 
of fever. Three months later that child was prac¬ 
tically well and was back at school and up to its 
proper standard. That was a very rapid recovery. 
Then there were a brother and sister two years 
ago, both of whom went down with acute ataxia 
following measles. The girl had facial palsy prob¬ 
ably due to a pontine lesion ; there was marked 
tremor with the ataxia. Those two children were 
both unconscious and for some days were supposed 
to be going to die. I saw them about six months 
ago, when they still had some degree of ataxia, 
slowness of cerebration, and were distinctly below 
par; but unless one had known that they had 
this trouble two years ago I do not think one 
would have thought there was anything more than 
a slight backwardness. They were behind their 
standard, but many children who are away from 
school for a time from any cause become backward 
in regard to their standard at school; and there¬ 
fore you cannot attach much importance to that. 
The present patient has improved so much in the 
last three months since I saw her that I have great 
hopes that she will recover completely. She talks 
well and she is intelligent. These cases are rare, 
and I brought her here because they are not as 
yet much described in books. When one sees 
them for the first time one is inclined to regard 
them as hopeless. B\k as a matter of fact in the 
case of the dozen or so instances I have seen the 
prognosis has been good : not one of them has died, 
and the majority of them progressed well. 

This boy is aet. io years, though you would not 
think it to look at him. He is extraordinarily 
infantile in his development. He is an example 
pf the so-called infantilism which occasionally 
follows from severe disease of all sorts. In this case 
the disease was tuberculous peritonitis, and from 
that he has now completely recovered; there is now 
nothing wrong with his intestines. The date of 
the peritonitis was 1908, andat that time he weighed 
23 lb. In the four years since he has been able to 
put on 11 or 12 lb. only. His present weight is 
only 36 lb., whereas, as you know, the average for a 
child of his age is nearer 60 lb. He is propor¬ 
tionately developed, but is backward, and has had 
some deficiency in schooling. Still, his mental 


condition is all right. The question is how far he 
can catch up to the standard. I doubt whether he 
will ever be very big, perhaps not more than five 
feet, but there seems no reason why he should not 
grow into a strong and healthy man. He has a full 
abdomen, rather bulged, but it is soft and you can 
feel it easily all over. The case is interesting from 
two points of view—his infantilism, and his recovery 
from his tuberculous peritonitis, recovery being, I 
think, on the whole, the thing to be expected in 
tuberculous peritonitis in which the children are 
carefully nursed and looked after. In most text¬ 
books the prognosis of tuberculous peritonitis is 
said to be very bad, and in some books operation 
on all cases is urged. But in my experience the 
majority of those cases which are operated upon 
seem to do badly. One is always confronted with 
the danger of infection of the operation wound. 
Still, there are certain cases which one must operate 
on; the cases in which the tuberculous glands are 
massed and beginning to break down, and present 
through the umbilicus or in either iliac fossa. But 
the majority of patients I think do well without 
operation. There is another thing to remember, 
and that is that tuberculous peritonitis seldom leads 
to trouble in the lungs, or trouble in the meninges. 
Those cases in which there is a tuberculous peri¬ 
tonitis, followed by either meningitis or diffusion of 
tubercle in the lungs, are nearly always cases in 
which the peritonitis is a secondary manifestation 
of glandular tubercle elsewhere, generally at the 
bifurcation of the trachea. 

Here is a boy, set. 4^ years, who has been 
ailing since Christmas. This case illustrates 
a disease which you can call by a large number of 
names ; cirrhosis of the lung is the one which is 
the least committal, the point being that the 
changes are rarely tuberculous in character. At 
Christmas this boy had an attack of bronchitis. 
You will see that he has the right side of his chest 
flattened, and that it moves very badly, and when 
you percuss it it is dull or rather markedly impaired; 
there is a marked diminution of breath-sounds and he 
has a good deal of cough, and sometimes the expec¬ 
toration of a thick white phlegm. The heart at 
present is not displaced at all; but eventually what 
will happen will be that the contraction of the fibrous 
tissue of the lung will drag the heart and the medi¬ 
astinum to the right side and there will be consider¬ 
able hypertrophy of the left lung, that is to say 
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compensatory emphysema. I can only ask you to 
take my word for it that this child is not tubercu¬ 
lous. We have not had the opportunity of examin¬ 
ing his sputum—he only came to me recently—but 
when you are able to examine the sputum of these 
children it is exceptional to find tubercle bacilli. 
Moreover, one has opportunities not very infre¬ 
quently of visual inspection of the lilngs, and in 
most cases there is no tubercle whatever. In some 
few cases you apparently have tubercle engrafted 
upon the fibrous lung. The diagnosis is perfectly 
straightforward; there is no question about that. 
The prognosis is the interesting thing. In a fair 
number of these cases the condition settles down 
with the gradual contraction of the inflamed tissue 
into a quiet fibrosis, in which the only thing that is 
wrong with the child is that he has repeated attacks 
of bronchitis, and as he grows older he spits up 
a good deal every morning and then is free for the 
rest of the day. On the other hand, not a few of 
them have apparently a sort of chronic infection 
of the dilated bronchi, and after a time, measured 
in some cases by years and in others by months, 
they become chronic invalids with large clubbed 
fingers and cyanosis, and deficient circulation in 
every way, cold and blue hands in the winter, and 
subject to the most furious attacks of fever and 
consolidation of the healthy lung. Apparently they 
have acute streptococcal and pneumococcal pneu¬ 
monias, and infections such as that of Micrococcus 
catarrhalis , and probably the influenza bacillus. 
But they do not as a rule have tubercle. The 
termination of such cases is usually either by profuse 
haemorrhage from the dilated bronchi, or occasion¬ 
ally by metastatic abscess in the brain, apparently 
of acute onset. And yet when you have the oppor¬ 
tunity of looking at it you find that the abscess 
cavity is often lined with thick pyogenic membrane, 
showing that it is of some standing. Presumably 
what happens is that infection takes place—how, it 
is difficult to imagine—from the lung into the blood¬ 
stream and is localised id one or Qther portion of 
the brain, often the frontal lobe. There is a 
chronic abscess, and up to a certain point it pro¬ 
duces no symptoms, but then it produces an acute 
disease. 

Now one comes to the question of treatment. 
Of course the ideal treatment for such a child is to 
send him to a warm climate, preferably a warm 
moist climate. If expense were no object one 


I would select such a climate as that of Madeira for 
the child to be brought up in, a climate without 
much dust. Dust is the great enemy of these 
children. They will often remain fairly well during 
the winter, but immediately there is dryness of the 
atmosphere and the roads become dusty they 
begin to cough and have attacks of fever, and very 
| often bring up some blood. Failing such a climate 
i as I have spoken of, the next best is to send them 
to the south of England, Devon or Cornwall, and 
i if you can keep them during the period of growth 
free from these repeated attacks of fever, you will 
enable them to grow up fairly healthy children. In 
other cases you will find them in adult life with 
marked fibrosis of the lung, and yet apparently 
perfectly healthy and strong. In some such con¬ 
ditions surgical measures have been tried, but 
generally speaking those are more obvious cases 
than this—cases with signs of a cavity at the base 
of the lung. In the past surgeons have hopefully 
cut down with the idea of draining the cavity and 
enabling the chest to fall in and so promote 
recovery. As a matter of fact in these cases you 
rarely find what could be called an anatomical 
cavity. There may be all the signs of a cavity due 
to the consolidation round one of these dilated 
bronchi, which will have various ramifications, 
many of them closed or partially closed cavities, 
and if you drain one branch you do not reach 
another. The only surgical operation which, in 
my opinion, is likely to do good to these children 
is total excision of the affected lobe, but at present 
pneumonectomy is very fatal, and from what I 
have read it seems to me these operations are hardly 
justifiable, at any rate so long as the prognosis of 
these conditions is otherwise fairly good. 

The next child, a girl, was six years old last 
January. Her illness started with pneumonia and 
pleurisy at Christmas, 1910. She has dulness, 
crepitations, and a diminished air-entry, and some 
contraction of the right lower lobe. I think you can 
probably see that the right side is very distinctly 
smaller than the left. There is diminished move¬ 
ment and diminution in air-entry, but there is no dis¬ 
placement of the heart and the child is distinctly 
improving. Her mother says she is now in a 
distinctly good condition. She went to an open- 
air school—one of the best reforms the London 
County Council have brought about. These chil¬ 
dren in the summer sit in these open-air schools and 
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do very little work : in fact these places are creches 
rather than schools and the children do extra¬ 
ordinarily well in them. 

I was to have had a child here to-day to show 
you who has a marked and advanced condition in 
which the heart is drawn over to the right side, the 
apex beating between the xiphisternum and the 
right ribs, and the left lung hypertrophied and 
filling the whole of that side of the chest. She also 
has done very well in the open-air school. It is 
good practice to give these children creasote in small 
doses ; it helps them to overcome the infection and 
disinfects the sputum. The other great point is to 
encourage them to empty their dilated bronchi early 
in the morning. In hospital we generally turn them 
literally upside down for half a minute, and that 
starts them coughing, when they bring up a mass 
of sputum and then remain free for the rest of the 
day. 

The next boy is rather older ; he is nine years of 
age and has had pleural effusion. But instead of re¬ 
covering properly he went on with signs of trouble 
at the left apex. Although we have never been able 
to show it, he is undoubtedly tuberculous. There 
are now comparatively few physical signs, and if I 
recollect aright he has had some slight deficiency 
of movement at the left apex, and a little flattening 
and some weak breath-sounds at that apex, and the 
left side of the chest is a little smaller than the 
right. He is doing fairly well as a whole, except 
that he is a little below the right weight for his age. 
Of these two patients, the apex is affected in the 
boy, the base in the girl. The boy’s illness started 
with a serous pleurisy, which in ninety-nine cases 
out of a hundred is tuberculous in origin. The 
girl’s began with bronchitis, which is rarely tuber¬ 
culous. But I regard the prognosis in both cases 
as excellent. 

These children I have brought particularly to 
show you the difference between a true hydro¬ 
cephalus and a child who was sent to me as one of 
hydrocephalus but who is really simply suffering 
from rickets. The child with hydrocephalus is 
now four years of age and was born healthy. But 
at four months old the head was noticed to be 
larger than normal, and it has been growing steadily 
ever since. I have not the actual measurements, 
but the point to notice is that the head is globular, 
with a projecting rounded forehead. The child 
has also a broad nose, but no deviation of the eyes 


at all. The other child has a projecting forehead 
also, but somewhat square ; there is no progressive 
growth such as you find in hydrocephalic skull. 
The head has increased half an inch in eight 
months, whereas the hydrocephalic head will have 
increased an inch in circumference in twelve 
months. Further, there is all the difference in the 
world between the symptoms. The hydrocephalic 
child is rather inclined to be drowsy, slow in move¬ 
ment ; she cannot walk, and does not make any 
attempt to do so. She has a certain amount of 
rigidity and spasm of the legs, but there is nothing 
the matter with her eyes. The fundus is normal. 
She talks well, but very deliberately and slowly, as 
you notice. She has a little rigidity from time to 
time, and some stiffness of the legs. The knee- 
jerks are inclined to be somewhat exaggerated, and 
that is the rule with these children with congenital 
hydrocephalus, or even in cases of acquired hydro¬ 
cephalus. It is difficult to know what ,the causes 
of these conditions are. In the text-books it used 
to be stated that it was due to congenital specific 
disease. That statement is due to the fact that the 
more chronic cases of what we know as posterior 
basic meningitis or diplococcus meningitis were 
supposed to be specific in character. The disease 
is now known to be an infection, and the 
commonest cause of acquired hydrocephalus in 
infancy. But there are a certain number of cases 
in which hydrocephalus is congenital. And you 
still find in the text-books the supposition that such 
cases are of specific nature. Now that we have the 
Wassermann test our knowledge will soon become 
more definite. My own impression is that there is 
no such thing as a specific hydrocephalus, that is to 
say, due to specific lesions of the brain, of the 
choroid plexus or of the meninges. The other 
possible causes are excess of secretion of the 
choroid plexus. I think Dr. Leonard Guthrie has 
laid stress on this suggestion. But it remains 
simply a hypothesis without observations to support 
it. I think all we can say about congenital hydro¬ 
cephalus is that we do not know. My opinion is 
that a case like this will never be quite equal to 
other children, but you must remember that one of 
the original cases of hydrocephalus, who was a 
patient of Bright’s at Guy’s, was at the time of his 
death, which occurred at twenty-seven years of age, 
one of the distinguished mathematicians of the 
country. That fact shows that hydrocephalus is 
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not an absolute bar to distinguished mental attain¬ 
ment. I think one can only predict the future of 
this child by watching her carefully for a year or 
two to see how she progresses. On the whole I 
should think she probably will get quite well. The' 
hydrocephalic process is at an end, and what 
remains for her is to repair the mischief done. 

This, other case was sent to me in October last, 
aet. 6 months, as a case of hydrocephalus, and 
at that time I thought it doubtful. He then had 
a head i8£ in. in circumference. That is the si£e 
you would expect in a child one year old. The 
head was then much bigger in proportion to his 
body than it is now. The head has grown an inch 
since. I have already pointed out the difference 
in shape. This head is square, as opposed to the 
other, which is globular. In addition this child 
has had all the evidences of rickets. He has had 
a Wassermann reaction done, which was negative, 
and there is no other evidence of specific disease. 
The Wassermann was done because one of my 
colleagues suggested that the shape of the head 
was due to specific periostitis. X-ray examination 
of the skull shows that the enlargement is due to 
enlargement of the cavity of the head, and but 
little to enlargement of bone. The only enlarge¬ 
ment of bone is at the front of the head. His 
fontanelle is to 2 in. in length from before 
backwards. I think the original measurements 
were about 3 in. .Another point in diagnosis is 
that the child is developed in a perfectly normal 
way. He now has a very fair idea of walking. 
He cannot walk yet because he has been kept 
back by rickets, but he will grow up perfectly 
well except for this curiously shaped head. The 
extreme prominence of the forehead will diminish, 
and by the time he is fifty years of age and begin¬ 
ning to become bald, people will admire the size 
and shape of his head. 

The next child is aet. 2\ years. She came to 
me when she was a year old with really severe 
rickets. She had cranio-tabes, rickety ribs, and a 
square head and wide fontanelle. She had then 
no teeth at all. A year after that she still could 
not stand or walk. Seven months ago she could 
not walk or stand without assistance. Now you 
see her running about. She is somewhat bow- 
legged, but the bowing is disappearing rapidly, and 
that is a point I should like to emphasise, namely, 
that the bowing is disappearing as she learns to 


walk. It is said that you should not allow children 
to walk who have this tendency to bowing of the 
legs, but that they should be put into splints 
That I believe to be bad practice. A child who 
is so rickety and has such soft bones is unlikely to 
attempt to get on her feet. The moment he or 
she is anxious to walk the action of the muscles 
will tend, not to increase, but to diminish the 
curves. For instance, every time a child takes a 
step forward and puts the tibial muscles into 
action, the tibialis anticus presses on the outer side 
of the ordinary rickety curve and tends to reduce 
it I am sure many of us try to prevent a child 
with rickets walking for too long a period. The 
curves of this child’s tibia were twice or three 
times as severe as they are now, but she has never 
had any splints, and I think you will agree with 
me that on the whole the legs are now fairly 
straight. Her epiphyses are still somewhat large, 
but she is getting on well with her teeth now, 
her muscles are beautifully firm, and her tibiae on 
the whole fairly normal. She has still a slight 
deformity of the chest, but nothing much. Her 
head is exactly the same size as that of the last 
boy, a circumference of 19J in. She is two and a 
half years of age, and the boy is one and a quarter. 
By the time the boy is two and a half years of age 
his head will look as normal as heFs does now. 

July 22nd, 1912. 


Improvement in Bier’s Technique for the 
Stagnation Treatment of Surgical Tuber¬ 
culosis. —Bier has now added to his mechanical 
plan of treatment the internal administration of 
iodides in doses of about 3 grm. daily, children in 
proportion. The great diffusibility of this salt 
must always be borne in mind in connection with 
its therapeutic efficacy. There can be no doubt 
that iodine has a specific action against tubercu¬ 
losis, but this cannot always be made manifest; for 
example, whenever it is possible for the drug to 
leave the blood rapidly in the urine. When the 
drug is given to patients with crippled kidneys, a 
severe idiosyncrasy so called may develop. When 
artificial stagnation has been produced mechanically 
the focus of tuberculosis may be suddenly saturated 
with the iodides given internally, or, as the author 
states, with iodised blood. Bier reports three 
cases. He admits that the stagnation treatment 
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alone might be responsible for setting up three 
distinct complications, to wit, pain and swelling 
with tendency to formation of cold abscesses, over¬ 
growth of granulation-tissue, and severe acute 
infection. The internal administration of iodides, 
he believes, will antagonise all of these complica¬ 
tions. One of his patients was a young woman 
with tuberculosis of both feet, in one of which a 
resection was required. The other foot was 
injected with iodoform glycerin. The lesions 
treated with immobilisation became much worse. 
The details of treatment are not given, but the 
patient was presented at the clinic greatly improved, 
as were both the other patients.— Med\ Record , 
vol. lxxxii, No. 1. 


Pharmacologic Action of Yanadium.— In 

the long list of diseases in which vanadium has 
been reported to do good, Jackson says one might 
search a long time before he could find any common 
factor, the correction of which might be expected 
to cure or greatly alleviate the malady. Among 
this list perhaps ought to be mentioned tubercu¬ 
losis, anaemia, chlorosis, lues, rheumatism, diabetes, 
arthritis deformans, “heart disease,” cachexia, 
auto-intoxication, sciatica, dropsy, neurasthenia, 
myelitis, chorea, “ dyspepsia,” anorexia, bronchitis, 
skin affections, etc. In addition may be mentioned 
its use as a local antiseptic in skin and venereal 
diseases. So far as Jackson can deduce from the 
literature and from his own experiments, he says 
that probably the only actions of the metal which 
may be at all utilised in the treatment of pathologic 
conditions are those which are exerted on the 
abdominal organs. These consist of a marked 
localised peripheral constriction and perhaps toning 
up of the vessels of the splanchnic area; an increase 
in the peristaltic movements and apparently an 
increase in the urine flow. This latter is probably 
due mainly to the vascular action. 

When administered intra-vfenously the chief 
action of vanadium is expended on the vascular 
system. The central nervous system has but little 
influence on this action, for the rise in blood- 
pressure produced by injection of vanadium into 
an animal whose head has been removed from the 
body is almost identical, both in character and 
extent, with the rise produced by injection of the 
metal into a normal (etherised) animal. With 
ordinary doses the mammalian heart is but little 


affected. The vagus endings in the heart remain 
active throughout the whole course of the intoxica¬ 
tion in the intact animal. An intense peripheral 
vaso-constriction is produced by the metal in the 
spleen, kidneys and intestines. Jackson claims 
that the view held previously that the rise in general 
blood-pressure was due to a strong stimulation of 
the medullary vaso-constrictor centre is wholly 
wrong. The peripheral constriction is due to a 
localised action within the organs themselves. 

With repeated intra-venous injections of the same 
sized doses into an intact animal the rise in blood- 
pressure following each injection regularly decreases 
until at length a fall will be produced by each 
injection. This is due, first to weakening and 
paralysis of the vaso constrictor centre, and second, 
to a direct depression of the heart. With a 
moderate dose the maximum rise in blood-pressure 
will be produced, and a further increase in the size 
of the dose will not give any greater rise in the 
pressure. This seems due to the fact that a 
moderate dose gives the maximum contraction of 
the viseeral vessels and a larger dose does not 
produce any corresponding constriction of the 
remaining vessels of the body. The peripheral 
action of vanadium on the visceral vessels is very 
much greater than that of barium. With doses of 
epinephrin and of vanadium so adjusted that each 
will givethe same rise in general blood-pressure 
the vasoconstriction in the kidney, spleen and 
intestine produced by vanadium will be very much 
greater in extent and duration than that produced 
by the epinephrin. On this basis, Jackson believes 
that vanadium may possibly prove of use in internal 

haemorrhages occurring in these organs. 

With moderate (intra-venous) injections the 
general blood-pressure usually returns approxi¬ 
mately to its normal level (or even below) several 
minutes before the constriction in the abdominal 
organs disappears. There is an increase in the 
peristaltic movements of the intestines. But the 
local application of vanadium to a loop of intestine 
does not cause a local anaemia or a contraction of 
the bowel-wall as occurs with barium. These two 
elements also differ widely in their actions on the 
heart. Smooth muscle, except the vessels and 
alimentary canal (and perhaps certain non-striped 
muscular elements in the spleen and kidney), does 
not seem to be affected by the metal. In toxic 
doses the substance acts on the kidneys and gastro¬ 
intestinal canal in a manner similar to that of other 
irritating metallic bodies.— Joum . A.M.A ., vol. lix, 
No. 1. 
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A LECTURE 

ON 

HYSTERIA AND ITS RELATION 
TO MENTAL DISEASES.* 

By W. H. B. STODDART, M.D., F.R.C.P.Lond., 

Resident Physician, Bethlem Royal Hospital. 


I have been asked to lecture to-day on hysteria 
and its relation to mental diseases, and I take it 
that what is required from me is to draw a 
distinction between the two conditions, to point 
out the differences between hysteria and mental 
disease. And the more one thinks about the 
subject, the more one comes to the conclusion 
that hysteria is a mental disease. Hysteria has, it is 
true, more bodily than mental signs, while insanity 
tias, of course, more mental symptoms than physical 
signs. But hysteria is not free from mental 
symptoms, even of the grossest type, as compared 
with cases of mental disease ; while insanity and 
mental disorders of various kinds have their 
physical signs. 

Taking some of the most important symptoms of 
hysteria : let us consider what differences there are 
between these and exactly the same symptoms in 
certain cases of mental disorder. 

One always likes to start with sensation in dealing 
with mental symptoms, because sensation is the 
very beginning, so to speak, of mentation. Without 
sensation there is no mentation ; the whole of the 
structure of the mind is built of sensations, the 
nature of which are perfectly familiar to you. In 
hysteria perhaps one of the commonest signs is loss 
of sensation, of which there are two different types. 
One is hemianaesthesia, and the other is what has 
been called “stocking ” and “ glove ” anaesthesia— 
segmental anaesthesia. In hysteria the line which 
separates the sensitive side from the insensitive side 
of the body is absolutely sharp; it is absolutely in 
the middle line, and the loss of sensation is absolute. 

* Delivered at rhe P »>1 vclinic. 
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You will never get an hysterical patient to admit that 
he feels a pin-prick, for example, slightly. He 
either feels it or he does not feel it. Whereas 
if you come across similar hemianaesthesia in 
insanity you will find that the difference is very 
slight—that there is only a comparative hemi¬ 
anaesthesia. In most cases in which you find 
marked hemianaesthesia in a person who would be 
called insane, you will find that the hemianaesthesia 
is due to an organic lesion. In the case of an 
organic lesion the anaesthesia is not sharply de¬ 
marcated down the middle line as in hysteria, but it 
merges from sensibility to insensibility ; it does not 
reach the middle line and it is no sharp margin. 
Moreover, in cases of non-hysterical hemianaesthesia 
there is dissociation between the various senses ; 
insensitiveness to heat, cold, pain and touch are 
differentiated in that the margins are not exactly 
the same. In hysterical cases you will find that 
the margins exactly coincide with one another. 

Hemianaesthesia is rare in insanity and mental 
disorder, but a segmental anaesthesia of a special 
kind is very common indeed. In hysteria you will 
find that patients have anaesthesia, we will say, of 
one arm, of one leg, and even of all four limbs. 
The line of demarcation is, to take an example, up 
to the elbows and up to the knees. The toes and 
feet and legs are anaesthetic up to the knees ; and 
the hands, fingers and arms are anaesthetic up to 
the elbows. The line of demarcation is sharp. 
You pass within two millimetres from a portion of 
sensitive skin to a portion of insensitive skin, 
or rather the other way about, because you 
usually test from the insensitive to the sensitive. 
You come to a place where the patient suddenly 
jumps, and at that spot you will find there is a 
sharp straight line round the limb, limiting the sensi¬ 
tive from the insensitive portions of the skin. At 
the same, spot there is the limit of demarcation of 
all four kind of cutaneous sensibility, namely, heat, 
pain, touch and cold; they all stop exactly at that 
particular spot. In states of mental exhaustion 
there is a variety of anaesthesia more or less of this 
same type. I have taken an example of what is 
rather unusual in hysteria, a case in which all four 
limbs are nffecied. One sees anaesthesia where all 
four limbs are affected, but quite commonly in 
hysteria it is limited to one limb. In such a case 
there would be no doubt as to the cjse being one 
of hysteria or one of insanity. I have therefore 


taken for example a case with anaesthesia in all the 
four limbs. 

Now, in the case of mental disorder in which this 
peripheral anaesthesia, as I have called it, occurs, 
you will find that there is loss of sensation in all 
four limbs, more or less of the segmental type, 
and similar to that above described in the case of 
hysteria. There is anaesthesia up to the elbows 
and to the knees. But there are various differ¬ 
ences. In the case of mental disorder you will 
find that there is a sensitive patch in the middle of 
the palm of the hand and another in the soles of 
the feet. You will find that the whole of the soles 
of the feet and even the tops of the toes are left 
sensitive in those disorders which come under the 
category of mental disorder. If you mark the line 
of demarcation of sensation with a skin pencil you 
will find that it has an irregular outline in all four 
limbs. Moreover, the sensation merges into the 
anaesthesia, that is to say that if you test with 
varying degrees of pressure with a pin prick 
you will find a different line of demarcation each 
time. It does not jump absolutely from anaesthesia 
to sensitiveness ; the sensation shades off into the 
anaesthetic area. 

Lastly, you will find in the mental disorders that 
there is dissociation of the various kinds of sensa¬ 
tion. Generally you will find that analgesia is 
more extensive than the other forms of loss of 
sensation. For example, a person is able to feel a 
pin-prick only as far as the elbow, not below. 
Light touches, on the other hand, he can feel as 
far as the wrist, and heat and cold generally as far 
as a line somewhere between the two, generally 
rather nearer the limit of demarcation for pain than 
"that for touch. In other words, there is dissocia¬ 
tion of sensibility. So that in these various 
disorders of sensation we find there are these 
differences between hysteria and mental disorder— 
that there is dissociation in mental disorder but 
not in hysteria ; that the line is straight in hysteria 
but irregular in mental disorder; that the outline 
is irregular; and lastly that the anaesthesia never 
affects the periphery in mental disorder, while the 
soles of the feet and palms of the hands are 
insensitive in hysteria. 

H^tiolo^y, by the way, can generally be taken 
into consideration. In mental disorder you will 
generally find that the patient has been ill, and that 
there is a gradual onset of mental confusion and so 
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forth. The mental disorder develops more or less 
insidiously, and the loss of sensation develops 
quite gradually. The history in a case of hysterical 
anaesthesia is often of the nature of a psychic trauma. 
To take a case that comes to my mind: A man 
was driving along a country road, and for some 
reason or other—I forget why—he became angry 
with his horse, and lifted his whip to strike the 
horse. The arm immediately became paralysed 
and anaesthetic. You never get a case like that in 
acknowledged mental disorder. Comparing the 
aetiology of the two conditions one would be rather 
inclined to say that the aetiological factor in the 
case of hysteria was rather more mental than that 
in the case of insanity. 

Certain differences occur also in other sense- 
modalities. In mental disorder there may be 
contraction of the visual fields, but the contraction 
is never so striking as it is in a case of hysteria. 
The contraction of the visual fields is absolute, if 
one may put it in that way, in hysteria. An 
hysterical patient would look at the door-knob and 
see nothing else; he would take in nothing of the 
area around it. 

Hypersesthesia occurs in certain cases of mental 
disorder, especially in cases of acute mania. If 
you touch a maniacal patient with, say, a sharp 
pencil, he will scream, whereas a normal person 
practically takes no notice of it. And this 
hyperaesthesia is general; it is all over the body; 
but in hysteria the hyperaesthesia is limited to 
certain spots or even to one spot. I do not know 
if you have heard of Freud's case of the girl who 
had a hyperresthetic thigh. She used to nurse her 
father’s cedematous leg on her thigh, and subse¬ 
quently became rather worried over having to leave 
what was her duty to go on pleasure bent with her 
lover—just to go out for a stroll and leave her 
nursing duties. She developed a hypenesthetic 
spot on the thigh. But there are certain hyper- 
aesthetic spots which may be regarded almost as 
stigmata, namely, the supra-orbital nerves, the fifth 
and twelfth dorsal spines, the sub-mammary area, 
especially on the left side, and the ovarian regions, 
again especially on the left side. These hyper- 
aesthetic spots are more or less recognised stigmata 
of hysteria, and one does not come across them in 
acknowledged mental disorder. 

Leaving sensation and passing to a more compli¬ 
cated domain of mentation, namely perception, one 


finds that there is very little disorder of perception 
in hysteria. It is customary to differentiate between 
a simple sensation and recognising what the sensa¬ 
tion means (perception). The difference is best 
exemplified by cases of sensory aphasia. If I show 
a person a newspaper who has a lesion of his left 
angular gyrus, or rather posterior to his angular gyrus 
according to modern views, he can see the print as 
well as you and I can, but he does not know what 
it means. His attitude of mind is the same as 
mine would be if you were to show' me a Chinese 
newspaper. I know that it is a paper and that 
there is print there, but it is of no use to me. So 
with a person who has a lesion of his left angular 
gyrus—his visual sense is normal, his visual percep¬ 
tion has gone. Similarly I can show you anything 
you like—this piece of chalk, for instance. If you 
had no perception you would merely recognise it 
as a red spot in the landscape, but having percep¬ 
tion you recognise that it is a piece of chalk. I 
hope this will make perfectly clear to you what 
perception is. 

Disorders of perception are rare in hysteria, 
whereas they are extremely common in exhaustion, 
infection and post-febrile cases of mental dis¬ 
order. But there is rather a latter-day symptom 
which has come into prominence, a disorder 
of perception which appears only in hysteria and 
is called “systematised anaesthesia.” Of course 
“anaesthesia ” is a w r rong name, as you may gather 
by my classing it with disorders of perception. In 
systematised anaesthesia, as it is called, the hys¬ 
terical patient is incapable of taking in something 
in the room. For example, supposing you, being 
the doctor of a hysterical patient, have become 
disliked by the patient. You walk into the room ; 
he does not see you. If you speak he does not 
hear. He can see everybody else in the room, he 
can hear everything else that is going on ; but 
you, being a person whom he does not like, he 
cannot see and he cannot hear. This symptom 
is entirely new, and the fact that such a striking 
symptom should never have been observed before 
in hysteria is a very strong argument to my mind 
in favour of Babinski’s view that hysteria is nothing 
more than suggestibility. Babinski has rather gone 
out of fashion in favour of Freud for the moment, 
but the fact that such a striking symptom has never 
been discovered before is strongly in favour of the 
suggestibility idea. 
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Another disorder of perception is hallucination, 
when something is seen that is not there, and 
something is heard when no sound occurs, and so 
forth. Hallucinations occur in both mental dis¬ 
order and in hysteria. In mental disorders, 
especially in exhaustion cases, the tendency of the 
hallucination is to be variable. The patient does 
not always see the same thing. It is perfectly true 
that in certain types of toxaemia the person does 
tend to see the same kind of thing. For example, 
the hallucinations in delirium tremens are always 
zoological, or they tend to be so. In the one con¬ 
dition, however, in which hallucination occurs in 
hysteria, hallucinatory delirium, the patient always 
sees the same thing, and this has a definite rela¬ 
tion to his psychic trauma. To give an example, 
a man was subjected to a certain worry in associa¬ 
tion with drilling a squad of soldiers. Subsequently 
he forgot all about this drilling incident, but when 
he had an attack of hallucinatory delirium he 
always went through the action of drilling the 
soldiers. This was a very good example of Janet's 
theory of the splitting of a personality. During an 
attack of hallucinatory delirium the man drilled 
his soldiers, but did not remember anything after 
that date. Everything between that date and the 
drilling of the soldiers was a blank (anterograde 
amnesia); but when in his normal state—if you 
like to call it normal—he could remember every¬ 
thing except this particular incident of drilling his 
soldiers (ecmnesia). There is a sort of mental 
scotoma; there is a certain piece of mentation 
absolutely blotted out of the person's mind, but it 
comes up when he has his hallucinatory delirium. 

This brings us to the consideration of memory. 
The memory is unaffected in hysteria except in 
this peculiar way. In mental disorder the loss 
of memory is of a different type. He cannot 
remember recent events. It is true that there 
are the two types, anterograde amnesia and 
retrograde amnesia. In anterograde amnesia the 
patient can remember nothing from a certain 
date forward. Let us suppose that such a 
patient's illness dates from December, 1910. This 
being July 8th, 1912, in anterograde amnesia he 
would remember nothing from December, 1910. 
When such a patient forgets a certain amount of 
his life previous to December, 1910, and also the 
period between that and July, 1912, the mental 
state is called “retrograde amnesia." This, how¬ 


ever, has nothing to do with hysteria, and is a 
digression. A person with mental disorder for¬ 
gets recent events ; a person who is suffering from 
hysteria has the peculiar kind of loss of memory 
above described and known as ecmnesia. 

I take it that there is no likelihood of confusing 
hysteria with some of the toxic psychoses, such as 
alcoholism or general paralysis or other organic 
diseases, but difficulty may arise in the case of what 
have recently been called the psychogenetic mental 
disorders, viz. maniacal - depressive insanity, de¬ 
mentia praecox, neurasthenia, psychasthenia, para¬ 
noia, and perhaps acute confusional insanity. This 
last would include those cases in which the 
patient becomes mentally afflicted as the result of 
an infection, overwork, either physical or mental, 
mental shocks from the death of relatives and 
friends, etc. When a child, or, say, a young girl, 
suddenly becomes emotionally excited and tumbles 
down on the floor, kicks and waves her arms about, 
it is quite common to call such a condition “ hys¬ 
terics." Now there is nothing characteristic about 
that condition which would stigmatise it as a case 
of hysteria. As a matter of fact although it has 
received the name of “ hysterics " it has nothing 
to do with hysteria. It is really a temporary access 
of mania, and the movements which you see in 
such cases—waving the arms about, excessive emo¬ 
tional laughter, excessive weeping, etc.—are those 
characteristic of mania. I do not suppose that 
such a person is ever likely to develop true maniacal- 
depressive insanity, but it belongs to that class and 
it is wrong to regard such a case as hysteria. If 
it will please the friends, call it hysterics if you 
like ; but from a scientific point of view it is nothing 
more or less than mania. 

In dementia pnecox you come across certain 
symptoms which certainly occur in hysteria :—the 
cataleptic state known as flexibilitas cerea, for 
example, in which you can mould a person into 
any attitude you like. If one were to be on the 
look-out for a difference between this symptom in 
hysteria and in such a mental disorder as dementia 
prsecox, one would look for the other symptoms 
of catalepsy, namely, echolalia and echopraxia. 
Echopraxiais a condition in which the patient does 
whatever you do in front of him. If you clap 
your hands he will do it, and if you dance he will 
dance, too. And if you say anything to him, any 
i words you like, he repeats it after you with or without 
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changing the pronoun. For instance, if you say to a 
person, “ How are you to day?” he would say, “ How 
am I to-day ?” or “ How are you to-day ?”. That is 
what is called echolalia in the domain of speech and | 
echopraxia in other domains of action. In hysteria 
you never, so far as I know, come across echo- | 
praxia or echolalia, nor do you come across the 
“ automatic obedience,” in which you can give a 
person a touch or a tap on the back, and thus 
make him walk forward. I do not think this 
occurs in hysteria. Flexibilitas cerea seems to be j 
the only symptom of catalepsy which you meet in I 
hysteria. In neurasthenia and psychasthenia you 
come across the sensitive spots about which I spoke j 
at the beginning of the lecture, but you are not 
likely to confuse neurasthenia and psychasthenia 
with hysteria, because they have not the same 
physical stigmata. They have not, for example, 
the paralyses or the anaesthesiae. 

In some cases of acute confusional insanity you 
will encounter symptoms of catalepsy, but the 
confusion is so marked that you are not likely to 
mistake such cases for hysteria. The condition in 
which you find a hysterical patient during an access 
of hallucinatory delirium, however, almost exactly 
corresponds with acute confusional insanity. It 
differs in this way, that whereas in the latter, even 
the shortest case lasts three or four weeks, while an 
attack of hallucinatory delirium lasts a few hours 
at the most; it may last only half an hour. 

We have come to the conclusion that hysteria is 
very closely allied to insanity; that it is undoubtedly 
a mental disorder ; and that, perhaps, if one were to 
draw a distinction between hysteria and mental 
disorder as usually understood, one would say that 
the peculiarities of hysteria are that most of its 
signs are physical, bodily, whereas most of the 
signs in mental disorder are mental. In other 
words, hysteria is a mental disease affecting the 
body, while insanity is mental disease affecting the 
mind, if I may be allowed to put it in that way. 
The two conditions are very closely allied to one 
another. 

July 2 gth , 1912 . 


THE LATE RESULTS OF SUPRA¬ 
PUBIC PROSTATECTOMY FOR 
SIMPLE ENLARGEMENT 
OF THE PROSTATE. 

By J. W. THOMSON WALKER, M.B., F.R.C.S., 
Surgeon to the Hampstead and North-West London 
Hospital; Assistant Surgeon to St. Peter’s 
Hospital. 


In every serious operation there are several points 
which must appeal to you as practitioners, and 
which must influence you in the advice you give 
your patient when you sit down with him to dis¬ 
cuss whether he will submit to a suggested opera¬ 
tion or will set it aside. There are the indications 
for the operation, the manner in which it is to be 
performed, and the results which you expect from 
the operation. 

The questions of the patient are simple, some¬ 
times embarrassingly so, for they are often difficult 
to answer. 

Why must I have an operation? What will 
happen if I do not ? What is the risk of the 
operation ? What will be my condition after the 
operation, or what do you mean by success in this 
operation ? 

These are questions that you must be prepared 
to answer in regard to prostatectomy. There is 
not time for us to discuss all of them to-day, and I 
have selected the last and most difficult question 
for the subject of this lecture. 

Let me first of all tell you of the material on 
which I propose to base my statements. 

I have taken all the cases of supra-pubic pro¬ 
statectomy for simple enlargement of the prostate 
that I had performed up to eighteen months ago, 
so that a sufficient period of time had elapsed to 
speak of late results. 

These numbered 112 cases with an immediate 
mortality of 5 per cent. There was practically no 
selection of cases. The only cases which refused 
operation were those in which any surgical inter¬ 
ference at all would have been foolhardy. 


1 


(1) Anatomical Considerations. 

In order that you may clearly understand the 
state of the patient after the operation it is neces¬ 
sary to refer shortly to some points in the anatomy 
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of the enlarged prostate and the condition after the 
operation.* 

The prostate, when it enlarges, expands in two 
directions, backwards outside the bladder and up¬ 
wards into the bladder (Fig. i). 

The expansion outside the bladder strips the 


sphincter of the bladder becomes more and more 
dilated until, in a large prostate, it forms a wide 
circle, enclosing within its grasp a mass of prostate 
around which the thumb and forefinger can barely 
meet. In the enucleated prostate a deep groove 
is seen separating the intra-vesical from the extra- 
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Fig. 2 .— Diagram of cavity left by removal of prostate (prostatic cavity). 


seminal vesicles from the bladder base, so that 
instead of lying above the prostate they come to lie 
behind it. The upper portion of the enlarging 
prostate insinuates some part of its bulk through 
the lumen of the sphincter of the bladder and pro¬ 
jects into the cavity of the bladder, carrying with 
it the mucous membrane of the prostatic urethra. 
The intra-vesical portion increases in size and the 
• 1 Brit. Med. Journ.,’ July 9th, 1904. 


vesical portions of the specimen and caused by 
the pressure of the sphincter. 

With the prostate the prostatic urethra is re¬ 
moved, but in the great majority of cases a strip of 
mucous membrane from the posterior wall of the 
prostatic urethra, extending from the verumontanum 
to the membranous urethra, is left adherent to the 
posterior wall of the cavity from which the pro¬ 
state is removed. After removal of the prostate 
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there remains a cavity which is roofed over by the 
base of the bladder (Fig. 2). The opening from 
this cavity into the bladder lies at the anterior part 
of the roof, and the greater part of the roof is 
formed by the trigone as far back as the ureteric 
orifices. The walls of the cavity are fibrous and 
contain shreds from the capsule of the prostate, 
and occasionally portions of prostatic tissue are left 
adhering. 

In the upper part of the posterior wall, lying 



Fig. 3.—a. Cavity from which prostate was removed. 
b. Portion of prostatic urethra, c.c. Termination of 
urethral mucous membrane. i>. Ledge formed by 
bladder base. e.e. Anterior wall of cavity. 


almost transversely, are the seminal vesicles, which 
can be exposed from within the cavity by dissect¬ 
ing away a layer of fibrous tissue. Below this, 
in the middle line, is a vertical strip of mucous 
membrane from the posterior wall of the prostatic 
urethra, which I have shown almost invariably 
remains adherent to the wall of the cavity. The 
figure shows this cavity in a specimen removed 
two years after prostatectomy* (Fig. 3). It has 
shrunk to the size of a hazel-nut. The margins of 

* ‘ Brit. Med. Journ.,’ October 7th, 1905. 


the opening into the bladder were white and tough, 
with a smooth thin border, and admitted the tip of 
the little finger, and there was no sign of thicken¬ 
ing or contraction either here or at the junction of 
the prostatic cavity with the urethra. The pro¬ 
static cavity was lined by a layer of cells of varying 
depth, and the cells showed a tendency to flatten¬ 
ing in the superficial rows. 

(2) The Effect of Prostatectomy on 
Certain Functions. 

(a) The initiation of micturition .—At present two 
theories are advanced to explain the initiation of 
the act of micturition. By one theory rhythmic 
contractions of the distended bladder force a drop 
of urine into the sensitive prostatic urethra, and 
from this the nerve impulses which produce the 
reflex act of micturition take origin. 

In the second theory the increasing distension of 
the bladder stimulates the sensory nerves and gives 
origin to reflex contraction of the muscular wall. 
In the operation of complete prostatectomy the 
prostatic urethra is removed. 

I have closely questioned my patients after pros¬ 
tatectomy, and they cannot distinguish any differ¬ 
ence in sensation at the initiation of micturition 
after the operation, nor is there any delay in per¬ 
forming the act Unless the sensation emanates 
from the short strip of the posterior urethral wall 
which is left behind—a most unlikely supposition— 
we must conclude that the prostatic urethra is not 
concerned in, or is not necessary for, the initiation 
of natural micturition. 

(b) The retention of urine in the bladder .—The 
enlarging prostate forces its way through the 
sphincter and dilates it. 

Does the sphincter, thus dilated, and sometimes 
also with some of its fibres torn away with the 
prostate at the time of the enucleation, return to its 
normal state ? 

In a large number of cases it does not. 

Contraction of the muscular circle takes place 
even in cases where the dilatation has been very 
considerable, and the communication between the 
bladder and prostatic cavity is reduced to an 
opening which will admit the point of the little 
finger. Here contraction ceases and the rounded 
edge of the opening becomes hard, fibrous and 
rigid. This is most evident on the posterior two- 
thirds of its circumference. The anterior one- 
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third passes smoothly and vertically from the 
anterior wall of the bladder with hardly a break 
into the anterior wall of the prostatic cavity. In 
this fibrous circle there is capacity for neither 
contraction nor dilatation. 

In no case of complete supra pubic prostatectomy 
that has come under my observation has there been 
incontinence of urine. How, then, is the urine 
prevented from escaping in these cases ? I inves¬ 
tigated this point in 1906,* and found that if a 
catheter with a terminal opening were passed along 
the urethra until the eye was just beyond the com¬ 
pressor urethrae, the urine began to flow and the 
bladder could be emptied with the catheter lying 
in the prostatic cavity. 

The compressor urethrae thus acts as the sphincter 
of the bladder in these cases. On examining my 
cases at varying periods after operation I have 
found that in some the urine is retained by the 
action of the compressor urethras for some months 
after the operation, and later the function of the 
bladder sphincter is re-established. In 48 per cent, 
of my cases, however, the sphincter vesicae did not 
resume its function and the effective sphincter was 
the compressor urethrae (Fig. 2). 

(b) The genital function .—I have already pointed 
out that it is the rule after supra-pubic prostatectomy 
that a strip of mucous membrane extending from 
the veru montanum down to the membranous 
urethra is left adhering to the posterior wall of the 
cavity from which the prostate has been removed. 
At the upper end of the strip the veru montanum is 
frequently found intact, the mucous membrane 
of the urethra having parted just above the point 
at which it is held down by the ejaculatory ducts. 
In other cases the veru montanum is removed with 
the prostatic urethra. In a few cases examination 
of the seminal vesicles by rectal palpation shows 
that they are dilated, and rarely there is dilatation 
and thickening of the wall which would indicate 
that obstruction of the ejaqulatory ducts was 
present. In the majority of cases, however, no 
dilatation or thickening is present. It will be seen, 
therefore, that in cases where the veru montanum is 
intact and the vesicles are not dilated or thickened 
there is no destruction of this part of the genital 
system. This forms a very considerable proportion 
of the total number of cases. 


[July 31 , 1912 . 

In investigating the genital function of patients 
after prostatectomy it is of the utmost importance 
before forming conclusions to recognise the state 
of the patient previous to the operation. In many 
patients there has been a gradual decline of the 
genital function for some years before the prostate 
is removed. The patients are old men (the average 
age of my patients was sixty-six years, many were 
over seventy years of age, and some over eighty), 
and the decline of their genital powers is a natural 
process which is unaltered by the removal of the 
prostate. In other patients there has been a state 
of extreme sexual irritation for months or years 
before the operation. Such a state has led to 
unnatural sexual excesses by aged men, some of 
whom complain of it as their chief and most dis¬ 
tressing symptom. The operation is followed by 
the disappearance of these symptoms, and by com¬ 
parison, the sexual desire appears suddenly to have 
been abolished, a result for which in these cases 
the patient is usually profoundly grateful. 

In the majority of cases when the general health 
is good the sexual vigour of the patient is unim¬ 
paired. 

In forty patients from whom I received full 
details in regard to the sexual function, the follow¬ 
ing was the result: 

(1) No difference observed. Desire, erection 
and ejaculation normal: 35 per cent. 

(2) A slight gradual loss of desire since opera¬ 
tion, otherwise normal : 12*5 per cent. 

(3) Desire and erection normal. No discharge 
of semen : 32*5 per cent. 

(4) Diminished desire, otherwise as in 3: 7 5 
per cent. 

(5) Desire abolished, no erection, no emission : 
12*5 per cent. 

The age of the patient in the last class (No. 5) 
ranged from sixty-six to eighty-six, and in four cases 
it was distinctly stated that the sexual powers had 
been failing or were completely absent before 
operation. 

When ejaculation does not take place and the 
semen is discharged with the urine the fault lies, 
not in the ejaculatory ducts, but in the presence of 
the cavity from which the prostate was removed 
and in the fact that the wall of this cavity is fibrous. 
There is therefore a break in the continuity of the 
wave of muscular contraction which should pass 
from the ejaculatory ducts along the urethra, and 


# * Journ. of Anat. and Physiol.,* vol. xl, April, 1906. 
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the semen collects in the prostatic cavity to be 
washed out by the urine at the next micturition. 

(3) The Effect of Prostatectomy upon Cer¬ 
tain Complications of Enlargement of 
the Prostate. 

(a) Atony of the bladder .—The cases submitted 
to operation presented all degrees of atony of the 
bladder, ranging from a few ounces of residual 
urine to complete retention and catheter life. In 
the cases of complete atony of the bladder there 
were many in which catheter life had recently been 
inaugurated, having lasted a few days ora few weeks; 
in others there had been complete catheter life for 
some years, as long as ten years in one case. 

The restoration of the bladder muscle to its 
full vigour is one of the most striking features of 
complete prostatectomy. In seven out of sixty 
(11*6 per cent.) re-examined cases there was resi¬ 
dual urine ; in the otjier cases there was no residual 
urine. In two cases this amounted to 2 drm., in two 
cases there was 1 oz., in one 3, and in another 6 oz. 
of residual urine. 

In one case there was complete atony of the 
bladder before the operation and this persisted 
after the operation. The following is an extract of 
the notes of this case : 

A. B—, joiner, aet. 60 years, consulted me at 
St. Peter’s Hospital in May, 1910, on account of 
difficulty in micturition. The trouble dated from 
a chill twelve months previously and since that 
time there had been increasing difficulty. Three 
months ago he began to pass water at night. The 
urine became thick six months ago and had con¬ 
tained blood on one occasion. 

When I examined him there was a delay of half 
a minute before micturition commenced. The 
urine came first as a dribble and improved to a 
feeble stream, tailing off* again to a dribble at the 
end of the act. There was supra-pubic pain and 
pain to the right of the umbilicus on micturition. 
He denied syphilis but admitted that he had had 
one attack of gonorrhoea. The urine was cloudy, 
with well mixed pus and shreds. 

The bladder was distended to a little above the 
umbilicus. The prostate was small and elastic. 
There was no obstruction to the introduction of 
the largest instrument. There were no signs of 
nervous disease. 

I looked upon the case as one of idiopathic 


atony of the bladder, but offered to remove the 
prostate on the very small chance that this might 
relieve the condition. This he accepted, and in 
July, 1910, I removed a prostate scarcely larger 
than normal by the supra-pubic route. The result 
was as I had anticipated. Complete atony of the 
bladder remained after the wound had healed and 
the patient continued to pass a catheter. 

In order that you may clearly understand that 
the result was unconnected with the operation of 
supra-pubic prostatectomy let me describe a similar 
case treated by perinaeal prostatectomy. 

C. D—, a healthy man, aet. 63 years, was 
admitted to St. Peter’s Hospital with chronic 
retention and overflow. Four years previously his 
urine began to dribble and his bladder was found 
distended. His doctor passed a catheter. • 

For three years he passed a catheter twice daily, 
and then was advised to cease using the instru¬ 
ment, with the result that he had pain and difficulty 
in micturition and the bladder became distended. 
When I examined him he passed urine every two 
hours and rose once at night. There was urgency 
to pass urine, but he had to wait five minutes or 
more before the flow commenced. The stream 
was poor in force and small in volume and 
intermittent, and the urine contained clots of 
blood. 

He had suffered from gonorrhoea at the age of 
twenty years, but denied syphilis. 

No symptoms of organic disease of the nervous 
system could be elicited. The prostate was normal 
j in size and consistence. There was a large 
quantity of residual urine, which contained blood 
and muco-pus. On cystoscopy there was cystitis, 
and the bladder was trabeculated and sacculated. 
The prostate was not prominent in the bladder. 

On August 1 st, 1906, I opened the bladder by 
the supra-pubic route and examined the prostate. 
The prostate did not project into the bladder and 
was small bimanually. Under the impression that 
I might have to deal with a case of “ contracture 
of the neck of the bladder” I forcibly dilated 
the prostatic urethra with my finger. On the 
suggestion of Dr. Young, of Baltimore, who was 
present, I performed perinaeal prostatectomy on 
September 5th. The patient was discharged on 
October 6th, healed, and with clear urine, but 
absolutely dependent on his catheter^ 

These two cases represent a class in which the 




266 The Clinical Journal. ] 


MR. THOMSON WALKER. 


L July 31,1912. 


atony is entirely independent of enlargement of 
the prostate. I have described the condition 
elsewhere.* The atony occurs frequently in 
young men without urethral obstruction or signs 
of organic disease of the nervous system, and it is, 
I believe, due to a lesion of the hypogastric and 
hemorrhoidal sympathetic nerve ganglia. When 
the patient has reached the prostatic age it is not 
easy to distinguish this condition from atony due 
to slight enlargement of the prostate. If, however, 
the prostate is not felt to be enlarged from the 
rectum, and if the cystoscope shows no intra-vesical 
projection, no urethral obstruction can be detected, 
and the nervous system is free from disease, a 
diagnosis of idiopathic atony can be made. The 
bladder in these cases always shows a marked 
degree of fine trabeculation and deep pocketing 
which I regard as due to atrophy of the muscle. 

(b) Cystitis .—The improved drainage of the 
bladder provided by removal of the prostate 
results in the resolution of pre-operative cystitis 
in the majority of cases. During the convales¬ 
cence from prostatectomy there is an opportunity 
for thoroughly washing the bladder through the 
supra-pubic wound, and this should be taken. It 
is a mistake, however, to delay the healing of the 
supra-pubic wound indefinitely, with the view of 
treating cystitis, for a supra-pubic fistula may 
persist from prolonged retention of the tube. 

In a small percentage of cases cystitis persists, 
and gives rise to continued increase in the fre¬ 
quency of micturition and to nocturnal frequency. 

•When the inflammation is confined to the 
bladder it is usually found that there is extensive 
sacculation, and the bladder is repeatedly re¬ 
infected from these pockets. 

Washing the bladder combined with vaccine 
treatment is often efficacious in these cases, but 
the cystitis may persist in spite of all treatment. 

In other cases there is old-standing septic 
pyelonephritis, and the bladder is constantly 
re-infected by the septic urine from the kidney. 
When this is bilateral no surgical interference 
can be undertaken, but where it is unilateral, 
nephrotomy with washing the renal pelvis may 
cause improvement or nephrectomy may cure the 
cystitis. The following case may be quoted in 
illustration: 


* * Annals of Surgery,’ November, 1910. 


E. F—, set. 54 years, had his left kidney 
explored for “an abscess” in 1897. In 1904 I 
crushed a large stone in the bladder, and at varying 
intervals three other stones were crushed. 

In October, 1909, there was still severe cystitis, 
the prostate was found to be enlarged, and there 
were several ounces of residual urine. Supra-pubic 
prostatectomy was performed. The residual urine 
was no longer present but the cystitis persisted, 
and another stone formed and was crushed in 
October, 1910. Vaccine treatment was then tried. 

I Two days after one dose he had a rigor and the 
I temperature rose to 103° F. There was pain in 
the left kidney, and the urine became absolutely 
clear. After a few days the temperature fell, the pain 
disappeared, and the urine again became thick with 
1 pus. It was obvious that the cystitis was secondary 
I and dependent upon the purulent urine which 
poured from the left ureter. I therefore performed 
nephrectomy in June, 1910. Since that time the 
urine has been clear and the symptoms of cystitis 
have disappeared. 

(c) Stone .—In seven of my patients there were 
calculi in the bladder at the time of the prostatec¬ 
tomy. These cases included two distinct classes. 
In one class there was a moderate degree of cystitis 
without decomposition of the urine, and the stone 
was composed of oxalate of lime, uric acid, or of 
these ingredients powdered with phosphates. In 
the other class the urine was decomposing and 
there was a severe grade of cystitis. In four cases 
which belonged to the first class there has been no 
recurrence of the stone since the prostatectomy, 
while in three cases which came under the second 
category there has been recurrence of stones in all. 
These stones have been crushed and removed with¬ 
out difficulty, and in one case a stone was removed 
from the prostatic cavity by perimeal section. The 
recurrence of stone depends upon the state of the 
urine in these cases, and when there is wide-spread 
sacculation it is impossible to cure the cystitis. 

In three cases where no calculus had previously 
been present calculi formed in the bladder at vary¬ 
ing periods after prostatectomy. 

In one of these cases the urine was faintly alka¬ 
line, but not decomposing; in the other two cases 
there was severe cystitis and decomposing urine. 

It will be seen, therefore, that the main factor in 
the recurrence of stone after prostatectomy is the 
persistence of cystitis. 
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(4) Certain Untoward Results of 
Prostatectomy. 

(a) Stricture .—When the operation of supra¬ 
pubic prostatectomy was first introduced I pointed 
out that there were two dangerous areas where a 
stricture might conceivably develop after the 
operation* : (1) at the ring where the mucous 
membrane of the bladder and urethra was severed ; 
(2) at the point where the mucous membrane of 
the prostatic and membranous urethra was torn 
across. 

In the specimen removed post-mortem two years 
after prostatectomy it is seen that no stricture has 
formed at these two points. 

In examining cases clinically it is obviously 
necessary to distinguish between stricture formation 


some manipulation to engage the point of it in the 
prostato-vesical opening. This obstruction should 
not be mistaken for a stricture (Fig. 4). 

In one case in which there had been long-stand¬ 
ing cystitis due to the Bacillus coli I enucleated a 
prostate weighing one ounce. The wound healed 
rapidly, but four weeks later was still leaking, and 
more had been passed by the urethra. 

On introducing the forefinger into the bladder 
through the supra-pubic wound a tiny bud of granu¬ 
lation-tissue was felt at the position of the prostato- 
vesical opening, but no opening could be felt. The 
point of the instrument was easily forced through 
this granulation-tissue and a large opening made. 
A large catheter was tied in the urethra for four 
days and there was no further difficulty in passing 



Fig. 4.—Showing arrest of instrument bv root of prostatic cavity. 


and failure to pass instruments—a distinction which 
has not always been made in the discussion of this 
question. 

In passing instruments obstruction has some¬ 
times been encountered at the prostato-mem- 
branous opening. In many cases this has been 
due to spasm of the compressor urethrae muscle, 
which I have shown acts as the bladder sphincter 
in many cases. Obstruction to the introduction of 
instruments is invariably felt at the prostato-vesical 
opening. 

The prostatic cavity is roofed over by the base 
of the bladder, and the aperture which leads into 
the bladder lies at the anterior part of this. An 
instrument passed along the urethra into the pro¬ 
static cavity abuts on this ledge, and it requires 

* ‘ Brit. Med. Journ.,' October 7th, 1905. 


instruments. This condition is quite exceptional 
and occurred only once in my experience. 

(b) Supra-pubic fistula. —The period taken for 
complete healing of the supra-pubic wound is three 
or four weeks. The most rapid of my cases was 
healed and left the home on the nineteenth day, 
but there have been cases, especially those of very 
old men, that only healed after five or six weeks. 

I have had two cases of supra-pubic fistula 
following prostatectomy. 

In one of these the after-treatment of the case 
was not in my hands, and the urine became 
alkaline and there was a large accumulation of 
phosphatic material in the bladder. 

The fistula was closed after clearing away the 
phosphatic material from the bladder and did not 
recur. 

The second case was one of enlarged prostate 
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in a patient suffering from multiple sclerosis. 
Healing was slow and tedious, and a fortnight 
after the wound had healed it broke down and a 
fistula became established. I resected the track 
and repaired the bladder-wall and there was no 
further trouble. 

(c) Hernia of the supra-pubic scar .—In two of 
my cases a hernia of the supra-pubic scar developed 
one year and two years respectively after the 
operation. In one case I was unable to account 
for the appearance of a small hernia the size of a 
cherry at the lower part of the scar. The second 
case was that of a clergyman, aet. 62 years, six feet 
two inches in height and of powerful physique. 
Within two months after the operation he com¬ 
menced mountain climbing and also played lawn 
tennis throughout the season. A large hernia of 
the scar resulted. I repaired the abdominal wall. 

I have occasionally had to deal with hernia of 
the supra-pubic scar after operations performed by 
other surgeons. This usually results from two 
mistakes in technique: 

(1) A long supra-pubic wound which is left open 
to granulate after the operation. 

(2) Unnecessarily prolonged drainage by tubes 
in the supra-pubic wound. It is, I hold, of the 
utmost importance to repair the abdominal wound 
as carefully as in a hernia operation. 

The muscles, and especially the rectus sheath, 
are carefully brought together with catgut sutures, 
leaving only space for the large vesical drainage- 
tube and a small prevesical tube, both of which 
are removed on the fourth day. 

(d) Hcemorrhage .—At the operation of complete 
prostatectomy the veins of the ascending limb of 
the prostatic venous plexus must frequently be 
opened. In two specimens I have found several 
of these large veins on the anterior aspect of the 
prostate after removal. The haemorrhage in these 
cases was not alarming or unusually prolonged. I 
have met with one case where there were recurrent 
attacks of severe venous haemorrhage every five 
weeks which eventually were the indirect cause of 
death from cardiac failure. This patient had 
undergone prostatectomy at the hands of a general 
surgeon of great experience, who told me that there 
was nothing unusual in the operation or during 
the convalescence. The haemorrhage undoubtedly 
arose from a large vein which was temporarily 
plugged between each attack. 


In the foregoing remarks I have referred to all 
the untoward events that may follow the operation. 
In closing let me remind you that the great 
majority of cases pursue a perfectly smooth course 
during convalescence, and after the operation are 
entirely without urinary symptoms. The general 
health improves in a most remarkable degree, and 
patients that are worn out by long suffering and 
apparently beyond the aid of surgery regain their 
health and vigour. 

July 29 th, 1912. 


Importance of Anaesthesia in Treatment 
of Inflammation. —Spiess and Feldt have been 
conducting researches to confirm still further 
Spiess’ assumption that the main factor in inflam¬ 
mation is the work of the sensory nerves, and that 
consequently means to exclude the action of the 
sensory nerves is the logical first step in treatment. 
This can be done by anaesthetising them or by 
making it impossible for them to exert any reflex 
action. Inflammation, they affirm, is a reaction on 
the part of the vessels—a reflex process. Spiess 
has published a number of works on the subject, 
especially on application of the principle to treat¬ 
ment of whooping-cough (1901), coryza, etc. The 
redness, heat, swelling and pain of an inflammatory 
process are all the work of the sensory nerves, and 
are thus of secondary reflex nature, the vaso-dilata- 
tion and changes in the vessel-walls being the 
result of the primary irritation of the afferent nerve- 
terminals. When these nerve-terminals are rendered 
insensible to the primary irritation, no reflex action 
follows and thus there is no inflammation. The 
inflammation once installed, the sensory nerves 
keep it up by a kind of vicious circle. If the 
afferent sensory nerves are at any time anaesthetised 
the vicious circle is broken up and the inflammation 
heals. The nerves need to be deadened only just 
enough to arrest the reflex action, and the anaes¬ 
thesia should affect only the sensory nerves. 
Animal experimentation reported by Bruce last 
year has confirmed Spiess’ theory, as he found it 
impossible to induce inflammation in an anaes¬ 
thetised area even with agents which under other 
conditions induce a lively inflammation. Even 
mustard oil did not induce inflammation in rabbits’ 
eyes as long as the innervation was under the 
influence of an anaesthetic or the sensory terminals 
were excluded from the ganglion by the nerve 
being severed and a stretch degenerated, thus 
restricting the reflex arc to the periphery.— -fourn. 
A.M.A ., vol. lviii, No. 26. 
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MENINGITIS. 

A Lecture delivered at the Polyclinic. 

By A. M. GOSSAGE, M.D., F.R.C.P., 

Physician to the Westminster Hospital and the East 
London Hospital for Children. 

Gentlemen, —In the limited time at our disposal 
only some aspects of the wide subject on which I 
have undertaken to lecture to you can be dis¬ 
cussed. One naturally starts with the question of 
aetiology, and I would remind you that modern 
research has shown that a very large number of 
hitherto unsuspected organisms can cause inflam¬ 
mation of the meninges of the brain. Amongst 
these an important place is taken by the pyogenic 
microbes, whether they directly invade the cranial 
cavity through a wound, or from some adjacent 
hollow such as the middle ear or a cranial sinus, 
or are conveyed there by the blood from a more 
distant site of infection. It has now been demon- j 
strated that some organisms, whose pyogenic pro¬ 
perties were unknown until the last few years, may 1 
under favourable circumstances produce pus. As 
examples, one may point to those intestinal organ- < 
isms, the Bacillus coli and the typhoid bacillus, j 
which may both cause a purulent meningitis. I 
have recently had a case of coli meningitis under 
my care. Sometimes an organism which is usually 
harmless seems to take on pathogenic properties ; 
for instance, the Bacillus proteus has been found in 
pure culture in cerebral abscess, and is very common 
in middle-ear suppuration. Dr. Ross, the patho¬ 
logist at the East London Hospital for Children, 
a couple of months ago found that the fluid 
obtained by lumbar puncture from one of my 
patients was full of a pure culture of B. proteus , 
and it is difficult to avoid the conclusion that this 
was the causative agent of the purulent meningitis 
of which the child was dying. 

While modern science has widened our outlook 
for the sources of meningeal infection, the vast 
majority of our clinical cases belong to the long- j 
recognised class of tubercular meningitis, in the 
absence of epidemics of spotted fever (cerebro- I 
spinal meningitis). There is, however, one type of 
the disease which is fairly common, and yet is not 
tubercular. Cases of this variety are still regarded 
as sporadic examples of the epidemic form, espe¬ 
cially on the continent, and are even here included 


with it for the purposes of notification, and yet 
recent careful research has shown that in spite of 
the great similarity in the clinical symptoms, the 
pathological findings and the causative organisms 
| the bacteria concerned differ too markedly from 
! the meningococci of cerebro-spinal fever to be 
j justly included as aberrant forms of those microbes. 
The non-agreement consists in certain slight cultural 
differences, in different opsonic indices to the two 
organisms in the same individuals at the same 
time, and in the fact that the bactericidal serum 
prepared by means of the meningococcus, and 
active on that organism, has no influence on the 
I coccus that causes the other disease—post-basal 
meningitis. Further, there are certain clinical 
differences between the two disorders, one of 
which occurs in epidemics, whilst the other con¬ 
stantly affords a fair number of cases, between the 
individual members of which no connection can 
be traced. The epidemic form attacks people of 
all ages, although it is true that the greater number 
of its victims are below the age of fifteen. The 
sporadic disease is, however, almost confined to 
infants in the second half of the first year of life, 
and is excessively rare after the end of the second 
year. 

The differential diagnosis of the various forms 
of meningitis is often by no means easy, but it is of 
vast importance that it should be made early both 
in view of the prognosis of the case and of the 
possibility of saving life and intellect by appro¬ 
priate treatment. The meningeal triad, headache, 
vomiting, and constipation, is naturally present in 
all forms, but some stress may be laid, in attempt- 
! ing to differentiate, on subsidiary symptoms and 
j signs. The onset is usually more definite and 
! acute in the non-tubercular cases, and the course 
to the usually fatal termination is more rapid, 
except in the post-basal meningitis of infants and 
the later cases of an epidemic of cerebro-spinal 
fever. The three classical stages of the affection, 
a period of excitement, a transition period, and a 
final period of depression, are more definite in the 
tubercular form than in any other, and the striking 
temporary amelioration which sometimes appears in 
the second stage is almost, if not quite, unknown 
outside the tubercular variety. In meningeal 
tuberculosis there is usually a retraction of the 
abdominal walls, giving rise to the boat-shaped 
abdomen, while this is not a prominent feature 



270 The Clinical Journal. j 


DR. GOSSAGE. 


[July 31, 1912. 


when inflammation of the meninges is caused by j 
other organisms. Some rigidity, especially of the 
muscles at the back of the neck, is present at some 
period in most cases of meningitis, but is usually 
less marked in tuberculosis than in the cerebro¬ 
spinal and post-basic types. It is in the last-named 
that the head-retraction is greatest, and it is often 
accompanied by opisthotonos from spasm of the | 
back muscles. The rigidity in most cases tends to 
pass away towards the end and to be replaced by a 
flaccid paresis, but in the post-basic form it may 
persist for many months. What is known as 
Kernig’s sign, /. e. an inability to straighten the leg 
at the knee when the thigh is fixed on the abdomen 
from spasm of the ham-strings is useful as a 
method of demonstrating the general rigidity, but 
its presence does not necessarily mean that the 
meninges are inflamed nor its absence that they 
are healthy. The rigidity varies at different 
times, coming on sometimes, especially in post- 
basic meningitis, in attacks like the spasms of 
strychnine poisoning. Convulsions are a frequent 
symptom, being least common in the post-ba^ic 
form. General paralysis is usual just before the 
fatal issue, but localised paralysis, often only tem¬ 
porary, such as squint, monoplegia or hemiplegia, 
are common in the tubercular and purulent varieties, 
but do not usually occur in the post-basal. Irrita¬ 
bility and hyperaesthesia are features of all cases at 
the commencement, but they, as well as photo¬ 
phobia,' are more marked in tuberculosis. Vaso¬ 
motor disturbances, such as localised flushing of one 
cheek or a too ready reddening of an irritated area 
of skin, occur in most patients, but decidedly less 
frequently in post-basal meningitis than in the other 
forms, while erythematous and purpuric rashes and 
herpes are most common in epidemic cerebro¬ 
spinal meningitis, giving rise to the name of spotted 
fever. Ocular changes are important when present; 
optic neuritis may appear in any form but is rare 
in post-basal meningitis, though blindness without 
any retinal change is a conspicuous feature of 
typical examples of this type. The discovery of 
tubercles in the choroid would, of course, be con¬ 
clusive as to the tubercular origin of any associated 
meningitis, but they are certainly not often found 
in young children. As would be expected, in the 
later paralytic stages of the fatal cases the pupils are 
widely dilated and do not react to light, so that at this 
period an ophthalmoscopic examination presents ] 


no difficulty. The age of the patient is important. 
Purulent meningitis may appear at any age, 
tuberculosis is rare before the end of the first year, 
while post-basic meningitis is almost confined to 
the second six months of life. 

Preceding or concomitant illness may shed a 
light on the possible cause of the meningitis. 
Wasting, diarrhoea and glandular enlargement 
would suggest tuberculosis, and broncho- or lobar 
pneumonia are liable to be accompanied or suc¬ 
ceeded by pneumococcic meningitis, while it is 
unlikely that Eberth’s bacillus often attacks the 
meninges without first causing the ordinary symp¬ 
toms of enteric fever. Where the meningitis is 
successive to disease of the middle ear the causa¬ 
tive organism is probably the same for both 
conditions, and may be discovered in the aural 
discharge. 

In this discussion as to the differential diagnosis 
of meningitis, it becomes evident that so far there 
is no certain criterion for distinguishing one kind 
from another, though we may be able to point to 
one type as being the most probable. Further, 
such differences as there are appear only in the 
later stages of the disease, while for the purposes of 
successful treatment it is essential to make the 
diagnosis as early as possible. Fortunately in 
recent years it has been shown that it is possible to 
puncture the spinal theca below the end of the 
spinal cord and so to obtain cerebro-spinal fluid 
without risk of injuring the central nervous system. 
Thus is afforded a means of investigation which, 
though still imperfect, gives much more certain 
information than any other clinical method. This 
examination, too, can be undertaken quite early in 
the disease. Cerebro-spinal fluid is a colourless, 
clear, limpid fluid which does not clot spontaneously 
and contains only a small quantity of albumen ; on 
centrifugalisation a few lymphocytes can be found. 
When there is meningeal inflammation the fluid 
may still be clear, but it tends to clot spontaneously 
and to contain an appreciable quantity of albumen. 
The cell content is also increased, and the cells 
found may be lymphocytes or polymorphonuclear 
leucocytes. If the number of cells is much increased 
the fluid becomes turbid, and with great excess of 
leucocytes may be purulent. Its volume is also 
increased in inflammation, so that instead of flowing 
through the puncture needle quietly, it may spurt 
out from the great pressure to which it is exposed. 
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Definite pus, of course, suggests that the menin¬ 
gitis is due to one of the pus-forming organisms, 
such as staphylococci, streptococci or pneumo¬ 
cocci, but it may also be caused by such organisms 
as coli bacilli, typhoid bacilli or the influenza 
bacilli, which only occasionally form pus. The 
absence of pus does not, however, prove that none 
of these organisms are at fault, and a microscopical 
and cultural investigation of the centrifugalised 
fluid may reveal their presence. Such cases may 
recover, and recovery is even possible when there 
are so many cells in the fluid as to cause it to be 
described as thin pus. A clear or turbid fluid with 
the presence of polymorphonuclear leucocytes 
should usually cause a suspicion of the post-basic 
form in the absence of an epidemic, but as this 
may be due to other causes, e. g. the pneumo¬ 
coccus, a careful bacteriological search should 
always be made. In tuberculosis the fluid is 
usually clear and contains an excess of lympho¬ 
cytes, but towards the end there is sometimes an 
excess of polymorphonuclear cells ; fortunately we 
are told that in such conditions it is quite easy to 
demonstrate the tubercle bacillus by staining the 
centrifugalised deposit, whereas this organism is 
scarce and difficult to find when only lymphocytes 
are present. 


The prognosis is always extremely grave but not 
necessarily fatal. Quite a fair number of children 
exhibit meningeal symptoms with otitis media, and 



monia and typhoid, and yet everything clears up 
and the patient gets quite well. These cases are 
probably merely toxic with no inflammation of the 
meninges, and as such they should be recognisable 
on examination of the cerebrospinal fluid. 
There are, however, others where the fluid obtained 
by lumbar puncture shows excess of cells even up 
to turbidity, or what may be called thin pus, and yet 
the patient recovers. These cases cannot be 
denied the name of meningitis. The recoveries 
are perhaps most conspicuous in epidemic cerebro¬ 
spinal meningitis and in the post-basal variety. In 
both of these the recovery tends to be incomplete, 
leaving the patient with some mental impairment 
and possibly some paralysis. The blindness, 
without retinal changes, which is such a marked 
phenomenon in the course of post-basal meningitis, 
usually completely disappears if the patient lives 
long enough. The duration of epidemic cases may 


I be quite short, an early death or a quick and com¬ 
plete recovery, or there may be a prolonged period 
of rigidity, blindness and wasting. The latter is 
usually the type in the post-basal form, death or 
improvement coming after many months of a 
stationary condition with signs of hydrocephalus, 
j Still, it is possible that there may be acute cases, 
and I have recently had under my care an infant 
j of ten months who had meningeal symptoms, and 
| from whom by lumbar puncture a turbid fluid was 
withdrawn (unfortunately no micro organism could 
be found). After about three weeks complete 
recovery took place, and it is probable that the 
I case was of the post-basic variety, though similar 
, cases may occur in pneumococcic infection. Even 
j the tubercular form is not invariably fatal, though, 
as it is usually a part of general tuberculosis, 
recoveries are excessively rare. When I was a 
hospital resident I had under me a case of hydro¬ 
cephalus which had been diagnosed some months 
previously at another hospital as tubercular menin¬ 
gitis. Death supervened after the child had been 
an in-patient for several months, and in addition 
to excess of fluid in the ventricles traces of old 
tubercular inflammation were found in the choroid 
plexuses and at the base of the brain. Tubercular 
tumours in the brain are sometimes associated with 
localised meningitis, from the symptoms of which 
the patient may recover, although, of course, the 
tumour remains. 

'There is not much to be said about the treat¬ 
ment of most forms of meningitis. During the 
early stage the patient requires to be kept quiet, 
away from irritating noises and from excessive 
light, which the usual photophobia renders very 
distressing. Irritability may to some extent be 
allayed and perhaps pain relieved by ice-bags 
applied to the head. Later, as the paralytic 
symptoms develop, the patient will require to be 
fed by means of a tube passed down the oesophagus 
either through the nose or mouth, and sometimes 
this forced feeding is necessary even earlier in the 
disease. Much more can be done for the epidemic 
and post-basal cases, and with the greater possibility 
of ultimate recovery every effort should be made to 
keep these children alive. Lumbar puncture in 
the post-basal form seems sometimes to lessen the 
intra-cranial pressure and to ameliorate the general 
condition; it may be frequently performed, e.g. 
every other day. In the later stages the foramen 
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of Magendie gets closed up, and it has been sug¬ 
gested to tap the cerebral ventricles directly. 
Most encouraging results have been obtained in 
the epidemic class by means of a serum prepared 
by immunising an animal against the meningo¬ 
coccus. This serum is bactericidal, and requires 
to be injected in the early acute stage into the 
spinal theca after the withdrawal of an equivalent 
quantity of cerebro-spinal fluid. The patient’s hips 
should be raised so that the serum may flow towards 
the lower portion of the brain, which is the chief 
site of the disease where most of the peccant 
organisms are collected. It is essential that the 
treatment should be as early as possible after the 
onset of the disease, which emphasises the necessity 
for an early and correct diagnosis. 

This meningococcic serum does not, however, in 
the least benefit the sporadic post-basal cases, but 
more hopeful results have been obtained with a 
serum prepared with the coccus which Still found 
in these cases. It is most important to remember 
that here also no benefit can result unless the 
neatment be undertaken early while the organism 
is still alive and active in the meninges, since the 
action of the serum is to kill the bacteria. The 
patient whose early recovery from a meningitis 
which was probably post-basal has already been 
described was treated with this serum, and her 
improvement seemed to date from the injection, so 
that it is possible that the serum was the cause of 
the happy termination of the disease. In the later 
stages of epidemic cerebro-spinal and post-basic 
meningitis the symptoms are mainly due to a con¬ 
secutive hydrocephalus, and something can be done 
to relieve the excessive intra-cranial pressure by 
lumbar puncture or direct tapping of the ventricles, 
but the main concern must be to feed the patient 
so as to keep him alive in the chance of ultimate 
recovery. The wasting is usually extreme, and any 
gain of weight is a favourable sign, as is also any 
improvement of the intelligence, such as a return 
of the power of swallowing. Even after the danger 
of death has passed there is a long and weary time 
in which the child has to be taught to walk, etc., 
and any sign of intelligence cultivated and stimu¬ 
lated. 

July 2 qth, 1912. 
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We have received from Messrs. Longmans, 
Green & Co. a copy of volume ii of the new 
edition of Cheyne and Burghard’s * Manual of 
Surgical Treatment.’ The subject of surgery has 
now become so extensive that any work attempting 
to deal with it in an exhaustive manner must neces¬ 
sarily be so large and unwieldy as to be suitable 

only for purposes of reference, or for the use of 

those who devote themselves exclusively to its 
practice. In any text-book of convenient size the 
information given in certain branches of the sub¬ 
ject must therefore be considerably condensed, 
and, as the first essential for the beginner is to 
have the fullest knowledge of the nature and 
characters of the diseases that he has to study, 
special stress is usually laid upon pathology, 

symptomatology and diagnosis. For the prac¬ 
titioner, on the other hand, who is already 

acquainted with these points, the great essential 
is full and detailed information as to the best 
methods of treatment. Nothing can, of course, 
replace experience, but it is often of the greatest 
advantage to have a detailed record of that of others 
upon which to base one’s work. It is this want 
that the present work is intended to supply. Since 
the first edition of this work was published many 
changes have naturally occurred in the field of 
surgical treatment. Attempts have been made 
from time to time to incorporate the most essential 
of these in successive impressions, but it is always 
difficult to interpolate new matter of this kind satis¬ 
factorily without extensive revision of the entire 
work. It has, therefore, seemed best to revise the 
matter throughout and to alter in it whatsoever 
was necessary to bring it up to date. The original 
I scheme of the work has been adhered to; to depart 
| from it would have been to abandon the funda- 
[ mental idea upon which it was based. Every part 
of the book, however, has been thoroughly revised, 

I and a considerable part has been re-written. The 
' pressure of other work rendered it impossible for 
I the original authors to undertake a task of such 
| magnitude with any hope of being able to complete 
j it within a reasonable time. In Messrs. T. P. 

' Legg and Arthur Edmunds they have been fortu¬ 
nate in securing collaborators who have rendered 
• their task possible. Drs. Silk, D’Este Emery, 

I Arthur Whitfield and Mr. A. D. Reid have also 
helped in the several departments of treatment 
with which these gentlemen are concerned. Mr. 

1 Arthur Edmunds, in addition to his share in the 
I revision, has provided a number of the new 
I illustrations. 
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A LECTURE* 

ON ABSCESS OF THE BRAIN, 

Illustrated by Lantern-Slides. 

By CHARLES A. BALLANCE, M.V.O., M.S., 
F.R.C.S., 

Surgeon to St. Thomas’s Hospital, etc. 


Syllabus. —Bacteriology of brain abscess. Brain abscess 
never a primary disease. The chief causes of brain 
abscess: (1) Injury to the head. (2) Certain general 
infections. (3) Certain local diseases other than those 
of the head. (4) Local cranial suppurations (the most 
frequent cause). Brain abscess after injury to head: 
Direct infection of brain may occur at time of injury, or 
site of injury in the skull may be primarily and brain 
secondarily infected. The latter, with resulting meningo- 
cortical abscess, the more common. Brain abscess secon¬ 
dary to general infection : Pyaemia, tubercle, influenza, 
enteric fever, variola. Brain abscess secondary to local 
disease not in the head: A haematogenous metastasis, 
most often secondary to lung disease. Brain abscess 
secondary to local cranial suppurations : Ear and tem¬ 
poral bone; frontal sinus. Occurs both in acute and 
chronic suppurations, but is more common in the latter. 
The abscess in the bone and brain is a continuous infec¬ 
tive process. There is commonly a visible track of 
disease connecting the bone and brain disease; discon¬ 
tinuity between the abscess in the brain and the abscess 
in the bone is very rare. The growth of the abscess, the 
stalk and its attachment to the dura. Symptoms of brain 
abscess: The cerebral syndrome. Localising symptoms of 
abscess— (a) in temporo-sphenoidal lobe, (A) in cerebel¬ 
lum, ( c) in frontal lobe. Clinical course of brain abscess. 
Treatment of brain abscess. Method of operation. 
Vicissitudes of convalescence. Conclusion. 

Suppuration in any part of the body is, with cer¬ 
tain possible exceptions, such as sterile liver abscess 
and the abscesses induced by the subcutaneous 
injection of terebene (1) for the cure of puerperal 
1 septicaemia, of microbic origin. In 61 cases of 
otitic brain abscess in which the pus was examined 
bacteriologically, pure cultures were obtained in 
39 cases and mixed cultures in 22. The organisms 
obtained in pure culture were : In 21 cases strepto¬ 
cocci, in 3 cases diplococci, in 3 cases staphy¬ 
lococci, in 3 anaerobic organisms, in 2 the Bacillus 
coli communis , in 2 the Bacillus proteus , and the 
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following each in one case, the Bacillus pyocyaneus , 
the typhoid bacillus, the tubercle bacillus, the 
pseudo-dipththeria bacillus, and a short bacillus not 
further identified. Of the 22 mixed infections 
more than two organisms were present in 6 and 
two only in 16 (2). 

The general or local disease on which the 
cerebral abscess depends is, however, in practice, 
the most important setiological factor, for brain 
abscess is never a primary disease. The statistics 
of Pitt (3), though now twenty-two years old, are 
still valuable, as they show the proportion of brain 
abscess to all other fatal diseases. In 9000 
autopsies abscess of the brain was found in 56 
cases, and the cause of the abscess was: In 18 
cases disease of the ear and temporal bone, in 8 
cases disease of other cranial bones, in 9 cases 
injury, in 9 cases pyaemia, in 8 cases lung disease; 
in 4 cases the cause was undetermined. 

According to Ernst (4), brain abscess is in 70 per 
cent, of the cases due to some definite local disease, 
which in 42 per cent, of cases is in the ear. 

The four chief causes of abscess of the brain 
are: (1) Injury to the head; (2) certain general 
infections; (3) certain local diseases other than 
those of the head ; (4) local cranial suppurations. 

(1) Abscess of Brain following Injury to the Head. 

Sometimes the brain substance is directly 
infected by the instrument with which the injury 
has been inflicted, or by a foreign body driven in, 
a stab culture being in fact made. More commonly 
the site of injury to the skull first becomes infected, 
and the brain becomes secondarily infected there¬ 
from. In the former case the symptoms of abscess 
may come on quite soon after the injury ; the 
abscess is most often sub-cortical, and the meninges 
may not be adherent. In the latter case some days 
at least elapse between the injury and the symptoms 
of abscess; the abscess is most often a meningo- 
cortical abscess. 

A virulent infection following an injury to the 
head is much more likely to cause meningitis 
than brain abscess; it is the more chronic and less 
virulent infections that give rise to abscess of the 
brain, and the abscess may not be detected until 
long after the wound has healed, just as an abscess 
is sometimes found in the tibia long after a com¬ 
pound fracture. 

In a case seen by Starr (5) the right leg gradually 
became paralysed three months after a compound 
fracture of the upper part of the left parietal bone 
had healed. At the operation a large abscess was 
found involving the superior parietal lobule and the 
adjacent portion of the posterior central convolu¬ 
tion. In the midst of the abscess a considerable 


piece of bone was found which had evidently been 
driven in at the time of fracture. The patient 
recovered and gradually regained power in the leg. 
In another case by the same author right homony¬ 
mous hemianopsia followed a fracture of the skull 
in the left occipital region. The abscess was 
opened and drained, and the patient recovered but 
the hemianopsia persisted. 

English (6) reported a case of abscess in the 
temporo-sphenoidal lobe ten years after the injury 
to the skull had occurred, and I remember a case 
under the late Dr. Murchison in which an abscess 
of the brain occurred twenty years after a fracture 
of the skull. Some years ago I was sent for to see 
an undergraduate, aet. 18 years, who had had three 
months before a blow from the seat of a swing on 
the forehead. At that time he had considerable 
swelling of the forehead, and it was thought that 
possibly the frontal bone was fractured. He 
apparently recovered, but was taken suddenly ill 
with drowsiness and vomiting and died before I 
reached the house in Oxfordshire. A healed 
fracture of the frontal bone involving the frontal 
sinus was found and an abscess in the frontal lobe. 
The fracture was manifestly a compound fracture 
into the sinus, and the route of infection is therefore 
obvious. 

The following case (7) is an illustration of inira- 
cranial inflammation and brain abscess following 
suppuration of the soft parts without fracture of the 
cranium. This is well known to occur, the infection 
finding a pathway through the venules connecting 
the surface veins with those of the diploe and 
meninges. 

A man, aet. 20 years, was admitted to hospital on 
February 16th, 1906. Several months previously, 
in order to obtain exemption from military service, 
he had introduced a corrosive irritant into the left 
ear, causing injury to the meatus and tympanum. 
Since that time the ear had been suppurating. 
Recently he had suffered from occipital headache. 
For a short time ttare had been swelling below the 
left ear and he lrad had occasional attacks of 
vertigo. When seen, there was slight oedema 
behind the left ear, less over the mastoid itself than 
towards the occiput; there was no great tender¬ 
ness. The meatus was generally narrowed; there 
was an abundant discharge of thick pus, which, 
when wiped away, immediately reappeared. 
Operation forthwith. With the first chisel-stroke a 
cell containing pus was opened; the bony wall of 
this cell was carious right up to the dura; a large 
extra-dural abscess was opened. The exposed dura 
was covered with a thick layer of granulations ; 
when these were removed a slit-like opening in the 
dura was found in the neighbourhood of the sinus 
leading into a deeper-lying cavity. Tne opening 
was enlarged with forceps and the little finger 
introduced. Thick pus somewhat mixed with blood 
escaped from a cavity in the cerebellum. The 
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patient died on the fifth day from meningitis. At 
the autopsy it was found that the antrum had not 
been opened, and there was infected clot in the 
sinus. The inner wall of the sinus had sloughed, 
and the opening led into a meningo-cortical abscess 
on the inferior surface of the left cerebellar hemi¬ 
sphere, which had been opened at the operation. 
General suppurative meningitis, particularly about 
the cistemae, was present. Remarks .—This 
patient would have had a much better chance had 
the mastoid operation been more complete. It is 
no doubt tempting to stop when a brain abscess 
has been easily opened, but only by a systematic 
operation can the local bone disease be freely 
exposed and removed. Then, and not till then, 
should the continuation of the infective process 
within the skull and within the dura be dealt with. 

{2) Abscess of Brain Secondary to Certain General 
Infections . 

The general infective diseases most liable to be 
-complicated with abscess of the brain are (a) 
pyaemia, ( b ) tubercle, (a certain specific fevers, 
notably influenza and enteric fever. Little need 
be said of brain abscess secondary to general 
pyaemia. The brain is one of the less common 
localisations of pyaemic abscess, and general 
pyaemia is, happily, a disease well on its way 
towards extinction. It is of great interest that 
-cases have been met with of abscess of the brain, 
apart from any other macroscopic intra-cranial 
tuberculous lesions which have yielded pure 
-cultures of the tubercle bacillus. Cases of brain 
abscess following, and apparently caused by, the 
specific fevers, without any evidence of cranial 
bone disease or anything to suggest pyaemia, from 
time to time occur. They often present great 
-difficulties in diagnosis, and are but rarely seen by 
the surgeon. Gore (8) published a case in which 
be found an abscess over the frontal bone com¬ 
municating with the interior of the skull, and which 
yielded a pure culture of the typhoid bacillus, in a 
man who eleven years previously had had a severe 
attack of enteric fever. Such a latent bone sup¬ 
puration might in its turn give rise to an abscess of 
the brain, just as latent typhoid infection may cause, 
years after the primary fever, abscess in the gall¬ 
bladder. 

Many years ago I saw two young adult j>atients 
about the sixth and seventh weeks of enteric fever. 
They both had had otorrhcea commencing during 
the first week of the disease, which had persisted. 
The patients were thought to he well on the way to 
-convalescence, though they had passed through 
very severe attacks of the fever. They were much 
-emaciated, and were in the mental state described 
by the Lite Dr. Murchison as “ post-febrile fatuity ” ; 
vomiting and headache occurred day by day. No 
operation was permitted. The emaciation, headache 


anti vomiting continued and death soon occurred. 
The autopsies revealed an abscess in each case in 
the cerebellar hemisphere. 

The following is an instance of brain abscess 
resulting from influenza which was published by 
Bristowe (9) many years ago. A man, aet. 24 years, 
was admi;ted to hospital with right hemiplegia and 
paralysis of the left third nerve. There was incon¬ 
tinence of urine. Optic neuritis was present on 
both sides. The patient was apathetic and did not 
speak or attempt to speak. He died three days 
after admission. About two months before admis¬ 
sion he had an acute illness, with shivering, severe 
headache, and convulsions. At the autopsy there 
was found, in the upper part of the left fronto¬ 
parietal region, an encapsuled abscess, as large as a 
tangerine orange, containing thick, greenish pus. 
There was no disease of the cranium. In this and 
similar instances the patient apparently recovers 
from the acute specific fever, and after an interval 
of two or three months in which he may have 
slight headache but is able to return to work, the 
signs of gross brain disease show themselves and 
death soon occurs. 

(3) Brain Abscess secondary to Local Disease , not 

in the Cranium . 

The local disease elsewhere than in the head 
which is most liable to be complicated with brain 
abscess is putrid inflammation or gangrene of the 
lung. Brain abscess supervening upon this con¬ 
dition has been observed and recorded for at least 
fifty years. Though it is clear enough that the 
brain abscess is a haematogenous metastasis no 
adequate explanation is as yet forthcoming as to 
why it should be localised in the brain. That the 
infection is from the lung is clearly shown by the 
demonstration of lung pigment in the pus of the 
brain abscess (10). The difficulty of treatment in 
these cases lies in the fact that the patient is 
already very ill with the chest ailment and localisa¬ 
tion is not always possible. 

Oppenheim (11) mentions as occasional causes 
of brain abscess other suppurations in distant parts 
of the body, such as chronic purulent arthritis and 
osteitis. 

(4) Brain Abscess secondary to Local Cranial 

Suppuration . 

The local cranial suppurations from which brain 
abscess most often results are—(t) Suppuration 
in the ear and temporal bone; and (2) suppuration 
in the frontal sinus. 

Aural suppuration is the most frequent cause of 
brain abscess, but a large number of cases of brain 
abscess secondary to frontal sinus suppuration have 
been observed. Gerber (12), for example, col¬ 
lected from various sources sixty-six cases, of which 
nine only recovered. 
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In almost all cases of brain abscess secondary to 
local cranial disease there is one continuous track 
of infection from the disease in the bone to the 
interior of the abscess in the brain. In most cases 
the infection spreads slowly and adhesions occur, 
obliterating the cavity of the arachnoid at the site 
of infection and binding together dura, arachnoid, 
pia and cortex. The lymphatic sheaths of the 
numerous small blood-vessels which traverse the 
cortex at right angles to its surface are in direct 
communication with the subarachnoid space, and 
through these, as through a number of capillary 
tubes, infective matter easily traverses the cortex 
and reaches the white substance within. The 
cortex is very vascular, and its connective tissue, 
reinforced by numerous prolongations from the pia 
mater, is abundantly supplied with connective- 
tissue corpuscles. Hence it is able to offer a 
strenuous resistance to the bacterial attack, and 
does not ordinarily undergo any extensive destruc¬ 
tion. Where it is traversed by the infective 
material a barrier of fibrous tissue is thrown out, 
limiting the destructive process to the formation of 
a narrow track. The white substance is much less 
resistant, and it would seem that the greater the 
distance from the cortex the more easily does 
bacterial action cause dissolution of brain substance. 
Thus the abscess comes to assume a mushroom¬ 
like shape, with the narrow portion or stem 
attached to the dura at the original site of infection 
from the bone. 

The symptoms of brain abscess may be classi¬ 
fied as follows : (1) Those due to the mere presence 
of deep-seated pus in the body independent of its 
locality ; such are the febrile state and general ill- 
health with perhaps shivering and vomiting. (2) 
Those due to increase of intra-cranial tension, such 
as purposeless vomiting, slow pulse, headache, and 
optic neuritis. (3) Those due to irritation or sup¬ 
pression of function of particular parts of the central 
nervous system, such as epilepsy, amothesia, para¬ 
lysis, speech defects, and perversion or loss of one 
or other of the special senses. 

All the symptoms of brain abscess are very 
seldom present in an individual case, and those 
that are present must often be sought for, and 
sought for carefully or they will be missed. Espe¬ 
cially in the frontal lobe, the right temporo- 
sphenoidal lobe and cerebellum an abscess may 
be present and yet give rise to no striking symptom 
until shortly before death. Just as many cases of 
rectal or uterine cancer are not diagnosed until 
they have leached an advanced stage, because the 
symptoms are attributed, the one to piles and the 
other to the climacteric, and a local examination is 
omitted, so many cases of brain abscess and 
tumour are missed because headache or vomiting 
is attributed to a disorder of the digestive system 
and a neurological examination is not made. 


Localising Symptoms of Abscess of the Tempora - 
sphenoidal Lobe . 

These result from disturbance of cortical centres, 
or from extension of the inflammation to, or 
pressure of the abscess on, nerves or adjacent 
portions of the brain. The cortical representations 
of hearing, of taste, and of smell are, as demon¬ 
strated by the now well-known experiments of 
Ferrier and by clinical experience, situated in the 
temporo-sphenoidal lobe. When an abscess reaches 
the apex of the lobe loss or perversion of the sense 
of smell may occur. When the cortical centre for 
hearing is affected there will be, if the lesion be 
irritative, hyperacusia, tinnitus, or hallucinations of 
hearing; if the lesion be destructive there will be 
deafness, affecting mainly the opposite ear. De¬ 
struction of both cortical centres causes total deaf¬ 
ness, as in Ferrier’s experiments on the monkey 
— and some cases have been published in 
which this occurred in man—but a lesion of 
one cortical centre does not cause complete uni¬ 
lateral deafness. In temporo-sphenoidal abscess 
secondary to ear disease the hearing is commonly 
much impaired on the side of the lesion from 
middle-ear disease, at least as regards ordinary 
aerial conduction, so that a destructive lesion of the 
cortical hearing centre on the side of the ear 
disease would leave only those impressions which 
pass through the uncrossed tract on the sound side, 
and a considerable further impairment Could not 
fail to result. Unilateral deafness is no such strik- ‘ 
ing symptom of lesion of the cortical auditory 
centre or the auditory tract as is hemianopsia of a 
lesion of the visual cortical centre or tract, nor can 
a lesion of the temporo-sphenoidal lobe be dia¬ 
gnosed from deafness alone as it can be from some 
of the other symptoms. 

The cortical centres concerned in the mechanism 
of language are, in right-handed individuals, on the 
left side of the brain. Those likely to be affected 
directly or indirectly in temporo-sphenoidal abscess 
are the auditory word centre, the naming centre, 
if such exist, the visual word centre and the glosso- 
kinsesthetic centre in Broca’s convolution. Hence 
various speech defects are met with in left-sided 
temporo-sphenoidal abscess, and the diagnosis is, 
in consequence, commonly more easy when the 
abscess is on the left than when it is on the right 
side. In several cases the speech defect has been 
limited to inability to correlate the ideas of objects 
with their names. A temporo-sphenoidal abscess 
may give rise to contra-lateral hemiplegia either by 
implicating the motor centres from below upwards, 
in which case the face will be first affected, then 
the arm, and lastly the leg ; or by pressure on the 
I internal capsule, in which case the paralysis will 
spread in the order, leg, arm, face. The sensory 
j defects of cortical origin are partial hemianaesthesia 
on the contra-lateral side, with loss of the sense of 
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position of the limbs, atopognosis, and astereo- 
gnosis; they are most pronounced in the limb cor¬ 
responding to the cortical centre chiefly affected. 
Pressure on the sensory radiation at the back of 
the internal capsule causes complete hemianes¬ 
thesia of the opposite side for all forms of sensa¬ 
tion. If the pressure affects the optic radiation 
contra-lateral hemianopsia will occur. The deep 
reflexes are commonly exaggerated on the contra¬ 
lateral side. Occasionally convulsions of the face 
and limbs beginning on the contra-lateral side are 
observed. The abscess frequently causes pressure 
on, and more or less complete paralysis of, the 

! third nerve on the same side ; a stabile and dilated 
pupil on the side of the lesion is very characteristic 
of temporo-sphenoidal abscess, and may confirm 
the diagnosis of an abscess in this situation. A 
peculiar mental condition, known as the “ dreamy 
state,” in many cases results from temporo- 
sphenoidal abscess. I have more particularly 
noticed this phenomenon in cases of right-sided 
temporo-sphenoidal abscess, possibly because of 
the absence of other symptoms. 

1 The signs and symptoms justifying a diagnosis 
J of temporo-sphenoidal abscess may be few or 
many. They indicate plainly to the observer that 
the disease has gone beyond the temporal bone. 
Thus optic neuritis and a stabile pupil on the side 
of the bone disease, or anosmia or perversion of the 
sense of smell, a weakness of the lower part of the 
opposite side of the face, might each and all be 
sufficient to justify immediate intra-dural opera¬ 
tion. 

The following cases illustrate some points in the 
diagnosis and treatment of temporo-sphenoidal 
abscess. 

Case i. —Right temporo-sphenoidal abscess^ hemi¬ 
plegia from pressure on internal capsule , paralysis 
of ipsolateral third nerve; operation; temporary 
recovery; subsequent death from continuing infec¬ 
tion (13).—Male, aet. 25 years. Discharge from 
right ear at intervals since ten years of age. His¬ 
tory of six weeks’ illness, which began with pain in 
right ear and sickness. Pain increased in severity, 
and extended from ear all over right side of head. 
No rigors. Vomited daily until day before admis¬ 
sion. Gradually deepening drowsiness for three 
days. On admission, drowsy, but can be roused 
by strong stimuli; pulse 60, temperature normal. 
Complete right facial paralysis. Right stabile 
dilated pupil, right external squint, incomplete 
hemiplegia, and almost complete hemianaesthesia 
on left side. Foul pus in right tympanum. Edges 
of right optic disc blurred and veins large. Veins 
of left disc large, but less distended than on 
opposite side. Operation .—Mastoid sclerosed, 

antrum opened, no pus found, but soft granulations 
felt by probe. Incision extended over squama, 
and a trephine opening made an inch and a half 
\ above Reid's base line and half an inch behind 


centre of meatus. Dura bulged into opening and 
did not pulsate. On incision of the dura brain 
bulged into opening ; a pair of sinus forceps thrust 
into the brain let out about an ounce of stinking 
pus. Finger introduced into brain, and a drainage- 
tube two inches long put into abscess cavity. 
Patient left hospital November 14th, >yith some 
discharge from the track leading into the antrum, 
but otherwise apparently well. Nine days later he 
cume back with high fever, severe headache, and 
violent vomiting and rapid pulse. Mastoid wound 
reopened; perforation found in roof of attic. X r( 5 - 
phine wound reopened, and about a drachm of stink¬ 
ing brown pus let out from the temporo-sphenoidal 
lobe. Symptoms not ameliorated ; died next day. 
Autopsy .—Purulent meningitis at base. Three 
perforations in tegmen. Collapsed abscess cavity, 
with sloughy walls in temporo-sphenoidal lobe. 
Remarks .—This case was one of the earlier opera¬ 
tions in this country for temporo-sphenoidal 
abscess; the abscess was opened in the old way 
through a separate trephine opening, and the 
mastoid operation was never completed. Death 
occurred from a continuing infection from the 
bone disease left behind. The importance of this 
case lies in the observation before operation of 
the march of the paralysis and of the presence of 
hemianaesthesia, which clearly pointed to pressure 
on the posterior part of the internal capsule. 

Case 2. — Temporo-sphenoidal abscess; loss of 
smell; operation ; recovery . — A man, aet. 48 
years, was admitted to St Thomas’s Hospital with 
chronic otorrhoea on the right side. He had lost 
a son the year previously from cerebellar abscess. 
The patient was a gardener, and said that for three 
weeks he had had slight headache, and had once 
vomited. His main complaint, however, was that 
he had lost the sense of smell, being unable to dis¬ 
tinguish in this way between roses and violets. 
On examination the right pupil was found to be 
stabile, and the right optic disc blurred. Opera¬ 
tion forthwith . A large temporo-sphenoidal ab 
scess was drained through its stalk, which was 
adherent to the diseased tegmen tympani. Rapid 
convalescence. No hernia cerebri. Recovery of 
sense of smell. 

Remarks .—In this case, although the lesion was 
unilateral, the sense of smell was lost; we do not 
know whether one cerebral hemisphere predo¬ 
minates in interpreting olfactory stimuli, but cere¬ 
bral representation of smell is probably crossed and 
uncrossed. It is probable that a certain amount 
of fusion of the two peripheral organs of smell 
occurs, but whether this is so or not, it is difficult 
in clinical examinations to ensure that an olfactory 
stimulus shall be absolutely unilateral. 

Case 3. — Temporosphenoidal abscess {left) fol¬ 
lowing acute otitis; operation ; recovery .—A man, 
aet. 44 years, had an inflamed throat, pain in the f 
left ear, and left otitis media. When l saw him 




278 The Clinical Journal. ] 


MR. BALLANCE. 


[Aug. 7, 1912. 


1 


1 


six weeks later he had had for ten days pains in 
the head and vertigo. Pus was oozing from a 
perforation in the lower part of the drum. For a 
fortnight hot fomentations and irrigation were 
employed; at the end of that time the patient 
returned without headache, but still with otorrhcea 
and vertigo. The complete mastoid operation 
was then done. As the tegmen was carious it was 
removed. The dura over the tegmen was inflamed 
and was not pulsating normally. For a fortnight 
all went well, the patient was out daily and 
appeared convalescent. He then vomited, and 
the temperature rose to ioi° F. The next day he 
was irritable; temperature 99 0 F., general head¬ 
ache, and feeling of nausea. Suddenly he was 
much perturbed by being unable to name any 
person or object, though still able to converse in a 
somewhat confused manner. This condition in 
its worst form lasted about two hours. In the 
evening the exposed dura was bulging, headache 
and nausea continued, vomiting was repeated and 
both optic discs were congested. An anaesthetic 
Was given and the bulging dura incised. The 
membranes and cerebral cortex were fused together, 
and on passing the little finger through the dura a 
cavity in the cerebral cortex about the size and 
shape of a thimble was entered. No actual pus 
was seen. The brain around the cavity was soft, 
and incisions were made into it. Lumbar puncture 
was done. The fluid contained polynuclear leuco¬ 
cytes in abundance, and it was feared that menin¬ 
gitis had set in. The patient made a rapid and 
complete recovery. 

Remarks .—The cavity probably occupied the 
temporo-occipital convolution resting on the tegmen 
and the adjoining part of the third temporal con¬ 
volution, so implicating Mills’ “ naming centre.” 

Localising symptoms of cerebellar abscess . 

The diagnosis of a cerebellar lesion is based upon 
(1) the presence of certain symptoms which result 
directly from damage to the cerebellum and are to 
be regarded as the expression of a derangement of 
its functional activity ; (2) the absence of symptoms 
of a lesion of the cerebrum, and especially of the 
sensory tract; (3) certain peculiaiities in the general 
syndrone of an intra-dural lesion. We now know 
that the cerebellum is intimately concerned in the 
co-ordination of muscular movements generally, 
and in the maintenance of equilibrium in particular, 
but we are still obliged to use somewhat vague 
terms since we haVe no exact knowledge of the 
mode of interaction of the cerebellum with the 
other parts of the central nervous system, nor can 
we differentiate exactly between the functions of 
different parts of the cerebellum. 

The symptoms generally recognised as specially 
characteristic of a derangement of the cerebellar 
activity are : (1) Vertigo, nystagmus, and disturbed 


equilibration. (2) Deviation of the eyes, with^ 
weakness of ocular movements in certain directions. 
(3) A particular position in bed, a peculiar attitude 
of the head and limbs, a staggering gait, a tendency 
to fall, and sometimes forced movements. A 
certain degree of ataxy of the limbs, especially 
of the ipsolateral arm ; and ipsolateral paresis* 
especially of the arm, with general loss of muscular 
tone. Vertigo, nystagmus, and disturbances of 
equilibration may be due to disease of the 
labyrinth alone, as well as to disease of the cere¬ 
bellum with or without concomitant labyrinthine 
lesion. 

Equilibration disturbances when resulting from 
labyrinthine disease alone always correspond with 
the spontaneous nystagmus, the tendency to fall 
being always in the opposite direction to that of 
the quick jerks, and consequently it changes when, 
the position of the head is changed. In cerebellar 
disease there is no constant relation between the 
direction of the nystagmus and that of falling, and 
the latter is not influenced by the position of the 
head. Equilibration disturbances when due to 
labyrinthine disease alone, like the spontaneous 
nystagmus, soon.subside. 

Deviation of the eyes when present is ordinarily 
conjugate deviation to the contra-lateral side, but is 
sometimes skew deviation. Conjugate movement 
of the eyes towards the side of the lesion is much 
weakened or altogether lost. The patient may lie 
curled up in bed with the limbs flexed ; he may lie 
on the one or the other side, and this may depend, 
as in labyrinthine lesions, on the direction of the 
nystagmus. In several cases of cerebellar abscess 
that I have seen the position in bed was with the 
side of the face corresponding to the lesion upper¬ 
most, and the nystagmus was intensified on looking 
away from the side of the lesion. The patient 
stands with the legs widely separated, the abduction 
being greater on the side of the lesion. A common 
position of the head in cases of cerebellar tumour 
and abscess is that the head is approximated to the 
shoulder on the side of the lesion. Unsteadiness j 
may be so great as to prevent walking, or even ■ 
standing, without help. If there is any considerable ' 
paresis the patient will naturally tend to fall towards | 
the weaker side, and this paresis is, when due td i 
cerebellar disease, on the side of the lesion. Bur 
apart from this the tendency to fall seems to be 
towards the side of the lesion when the lesion is in 
the lateral lobe, and forwards or backwards when it 
is in the vermis. When walking the patient moves 
the legs irregularly and clumsily, sways, and takes 
a zig-zag instead of a straight course, the greater 
deviation from the straight line being towards the 
side 6f the lesion. The patient is unable to turn 
sharply at the word of command. Romberg’s sign 
may or may not be present. If present the patient 
may fair backwards and to the side of the lesion. 
Standing or walking may be accompanied by a 
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disagreeable subjective sensation of vertigo. Much 
more pronounced vertigo may be induced by 
rotation towards one than towards the other side, 
or it may only occur when the rotation is in that 
one direction, which is usually towards the side of 
the lesion. Standing on the ipsolateral foot may 
be impossible, or much more difficult than standing 
on the contra lateral foot. The gait has been 
compared to that of a child when first learning to 
walk. Forced movements of rotation frequently 
result from experimental lesions of the cerebellum, 
but are less common as clinical phenomena, and in 
cases of tumour seem more frequent after than 
before operation, and have been observed most 
frequently in lesions implicating the middle cere¬ 
bellar peduncle. 

Ataxy of the limbs is manifested by want of 
steadiness and precision in the execution of volun¬ 
tary movements, particularly in rapid succession. 
The common tests for ataxia of the upper limb are 
the nose-finger test, and the performance of alter¬ 
nate movements of pronation and supination, which 
the normal individual can execute with great 
rapidity; these are less rapidly and less precisely 
performed by the subjects of cerebellar disease. 
For ataxy of the lower limb the heel-knee test is 
the one commonly employed. Again, if the thigh 
be flexed on the abdomen and the leg on the 
thigh, and the patient be then asked to extend 
the limb, the movement will not, as in the normal 
individual, be performed as a whole, but the two 
segments of the limb will be extended separately. 
This want of correspondence in time and energy 
of the movements of groups of muscles which 
should act together is termed asynergia. 

Ataxia, asthenia, astasia and atonia are all 
present exclusively, or to a preponderating extent, 
on the ipsolateral side. The deep reflexes may be 
normal, or exaggerated, or diminished, but any 
alteration is on the ipsolateral side. 

Occasionally the head is strongly retracted from 
concomitant basal meningitis, and irritation of the 
spinal nerves. Rapid onset and considerable 
intensity of the general syndrome suggest, though 
they do not prove, that the abscess is in the cere¬ 
bellum. Optic neuritis is commonly early and 
severe, and vomiting is obstinate and frequent. 
When the case is subacute or chronic there is often 
rapid emaciation and daily vomiting. Epistaxis 
sometimes occurs. 

In cerebellar abscess the respiration sometimes 
suddenly fails, either without evident cause or after 
the first few inspirations of an anaesthetic. I have 
on more than one occasion opened a cerebellar 
abscess during the progress of artificial respiration. 
An otitic cerebellar abscess is almost always in the 
lateral lobe, but septic softening may extend from 
an abscess in the lateral lobe into the middle lobe, 
or an abscess may form in this lobe independently. 
The symptoms to be expected are extreme cere¬ 


bellar ataxy, rotatory nystagmus, paresis of the 
trunk muscles, occipital headache, severe vertigo, 
and frequent vomiting. Abscess secondary to 
disease of the temporal bone is but rarely found in 
other regions of the brain than the temporo- 
sphenoidal lobe and cerebellum, but infection 
conveyed by the blood-stream may give rise to 
abscess in any part of the brain. A temporo- 
sphenoidal abscess may extend into the occipital 
lobe, or, as in a case published by Roncali Chipault 
(‘Etat actuel de la Chirurgie nerveuse,’ vol. iii), 
into the frontal lobe. 

The primary point to be decided is whether the j 
symptoms can be explained by disease of the tem- I 
poral bone (including the labyrinthine) alone. If 
they cannot be so explained, what intra cranial 
lesion do they point to? In the case of a cere¬ 
bellar abscess, daily vomiting, emaciation, persistent 
vertigo, and early and intense neuritis point to this 
localisation. Ipsolateral paresis and ipsolateral 
ataxia are pathognomonic signs which may or may 
not be present. 

The following ca^e illustrates many of the 
symptoms of cerebellar abscess. It was the first case 
of cerebellar abscess which I successfully treated. 

Cerebellar abscess; operation; recovery (14). 

—A boy, aet. 15 years, was admitted to St. 
Thomas’s Hospital on May nth, 1894, with the 
following history : Five weeks previously he had 
suffered from severe vertical and frontal headache, 
which came on suddenly. The pain was constant, 
and was much increased by movement. He said 
that his legs and feet felt as if they were giving 
way, and he complained of staggering, but not of 
giddiness. For three weeks he continued at work, 
during which period he had often to cling to a 
railing or some other fixed object to prevent him¬ 
self from falling ; this he attributed to the weakness 
of the legs. His mother said that at this time he 
used to stagger when he came home from work as 
if he had been drinking; on one occasion he fell. 
Two weeks before admission he had to give up 
work on account of increasing headache, and 
because he had become giddy even when lying 
down. The giddiness was so severe that he had 
to close his eyes to obtain relief. Four days 
before admission he noticed that objects appeared 
to revolve from right to left, while he himself 
appeared to turn in the opposite direction. He 
became so giddy that he was unable to stand. 
Headache, now occipital and vertical, became still 
more severe, and the feeling of weakness of the 
limbs increased. Urgent purposeless vomiting 
also came on. About this time oscillation of the 
eyes was noticed by the boy's father. He had 
suffered from measles when six years old, and sub¬ 
sequently became deaf in the right ear. Discharge 
from the ear was first noticed six months after the 
attack of measles, and continued without inter¬ 
mission from that time (that is, about nine years). 
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No treatment was adopted. On admission patient 
was pale, and looked very ill. He complained of 
intense vertigo and severe pain in the occipital 
region, with frontal and vertical headache and 
diplopia. He was lethargic, and very dis¬ 
inclined to be moved. When left to himself 
in bed he had a tendency to curl up on 
the left side with general flexion of the limbs. 
Both eyes were deviated to the left, and on 
attempting to turn them to the right the right eye 
was not moved beyond the middle line, while the 
left moved beyond the middle line, the cornea look¬ 
ing forwards and inwards. There was horizontal 
nystagmus and homonymous diplopia on looking 
to the right. The pupils acted both to light and to 
accommodation and were equal. There was early 
optic neuritis. There was no weakness of the 
facial muscles on either side. Hearing on the left 
side normal; on the right side watch not heard 
on contact. The right tympanic membrane was 
almost entirely destroyed, and offensive pus was 
seen wellingup from the tympanum into the meatus. 
There was neither tenderness nor oedema over the 
mastoid, nor was there tenderness over any part of 
the skull. Taste and smell normal. Sensation 
not impaired. There was obvious loss of power of 
movement of all the joints of the right upper limb. 
The left upper limb also appeared weak, but in a 
much less degree than the right. Slight loss of 
power in right lower limb as compared with the 
left. No rigidity of any limb. Right knee-jerk 
more brisk than left. No retraction of head. 
No evidence of visceral disease. Pulse 56, tem¬ 
perature 962°. Operation same day. The 
mastoid operation was first done. The antrum 
contained slightly offensive pus, and parts of 
its inner and posterior walls were carious. No 
disease of the tegmen was made out. A trephine 
opening was then made in the occipital region 
below the horizontal limb of the sinus. When the 
disc of bone was cut away the dura bulged under 
pressure into the opening. On incising the dura 
the cerebellum bulged without pulsation into the 
trephine opening. A trocar and cannula were then 
passed into the cerebellum in the direction for¬ 
wards, upwards and inwards across the anterior 
and outer part of the lateral lobe of the cerebellum 
and towards the internal auditory meatus. Three 
to four drachms of slightly offensive pus imme¬ 
diately escaped. The opening into the abscess 
was enlarged by dressing forceps and a silver 
drainage-tube introduced into the abscess cavity. 
The symptoms were immediately relieved. Con¬ 
valescence was interrupted by a patch of septic 
haemorrhagic softening in the posterior part of the 
cerebellar hemisphere, from which dark treacly 
fluid was twice let out through the original trephine 
opening, but recovery was complete. The patient 
was seen in June, 1912, eighteen years after the 
operation, and was then perfectly well. 


Remarks .—In this case the abscess was diagnosed 
from the resemblance of the symptoms to those pro¬ 
duced by experimental ablation of one cerebellar 
hemisphere. The abscess was opened in the old 
way through a separate trephine opening, and the 
drainage was perhaps imperfect I have long 
abandoned this method in favour of the direct 
approach through the mastoid wound. 

Localising symptoms of abscess of the frontal lobe . 

The frontal lobe is bounded posteriorly by the 
fissure of Rolando* so that the ascending frontal 
convolution, in which are the now so well-known 
cortical representations of the movements of the 
opposite side of the body. Abscess, however, 
except when secondary to injury of the overlying 
bone, but rarely begins in this region. It is to 
abscess situated in front of the precentral convolu-i 
tion that the following remarks refer. Destructive 
lesions in this region, especially when on the left 
side, give rise to loss of the highest functions of 
the brain, such as ideation, memory, control, atten¬ 
tion and judgment. As the abscess extends back¬ 
wards contra-lateral paresis may be caused, with, if 
on the left side, motor agraphia and motor aphasia. 
Fits commencing with movement of the head and 
eyes have been observed, the initial local spasm of 
a fit being pathognomonic of the site of the lesion. 
Such fits may be associated with transient loss of 
memory ; they point to irritation of the mid-frontal 
region. There is no specially diagnostic localising 
symptom of an abscess confined to the anterior 
pole of the frontal lobe, except changes in the 
mental or moral state, but the presence, complete 
or incomplete, of the cerebral syndrome together 
with one of the causes of brain abscess in this 
situation should lead to its detection and evacua¬ 
tion. The evidences of extension backwards should 
not be awaited, but if they are observed (as in a 
case described and successfully treated by Killian), 
the abscess which occupies the base of the first 
frontal convolution is known at once to be causing 
pressure on the anterior part of the internal 
capsule. 

Other signs which should be looked for in sus¬ 
pected disease of the frontal lobe are a fine vibra¬ 
tory tremor of the hand of the extended 
ipsolateral upper limb and absence of the contra¬ 
lateral epigastric and cremasteric reflexes (15). 
Again, some observers have described a form of 
frontal lobe ataxia, and Mills published a case in 
which he ascribes the ataxia (inability to convey 
food with certainty to the mouth) to a want of 
power of attention (16). 

The chief symptoms which were observed in a 
particular series of cases of abscess of the frontal 
lobe (17) complicating frontal sinus suppuration 
are fever , mostly in the evening, of moderate inten¬ 
sity, and often with fever-free intervals of weeks or 
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even months. Headache in almost all cases. 
Vomiting in most cases. Rigor occasionally. 
Drowsiness , apathy , stupor , in one case abnormal 
cheerfulness. Incontinence of urine in many cases. 
Optic neuritis , slow pulse 9 emaciation . In many 
of the cases definite localising symptoms were 
absent. From extension of abscess or zone of 
irritation backwards there arose contra-lateral palsy 
especially of lower face. Speech defects . Convul¬ 
sions : The observer should remember that the 
cortical representation of the movements of the 
head and eyes is in front of the precentral convolu¬ 
tion. 

• The following cases illustrate some points in 
the diagnosis and treatment of frontal lobe ab¬ 
scess. 

Case i : Suppuration in frontal sinus and in 
frontal lobe following injury ; operation ; recovery . 
f (18).—A boy, set. 12 years. Seen October 13th, 
1905. Looked very ill and complained of swelling 
of nose and discharge of pus from nostrils. There 
was a fluctuating swelling above the orbital arches. 
The middle turbinated bodies were swollen; pus 
was seen on the right side of the nose and blood 
on the left. Four weeks previously he had what 
appeared to be an ordinary cold, with but slight 
running from the nose, and without headache. 
While still suffering from this he fell and struck his 
forehead against the sharp angle of a school-room 
desk. There was no external sign of injury. 
During the next few days he complained of a 
dragging sensation in the head, but felt otherwise 
well. Blood and pus were noticed in handker¬ 
chief. October 4th, felt ill, headache increasing. 
October 10th, swelling on forehead; next day pus 
let out by a minute incision. There was free dis¬ 
charge of pus from both nostrils. The tiny 
puncture closed and the swelling increased in size. 
Sent to Donalies , October 13/A; operation same 
day . Sub-periosteal abscess and pus under pressure 
in both frontal sinuses. Temperature kept up and 
no improvement in symptoms. October 15th, pain 
in right leg without evident cause. Incontinence 
of urine and faeces. October 21st, left-sided convul¬ 
sions beginning in the face, and repeated several 
limes. Operation same evening. Right frontal 
lobe explored by incision. No pus found; con¬ 
gestion of dura only abnormality noticed. As con¬ 
vulsions were repeated while still under anaesthetic 
the left frontal lobe was exposed. No perforation 
of deep wall of frontal sinus was found, but a patch 
of discoloured bone. On cutting this away a small 
extra-dural abscess found. Dura discoloured but 
not obviously perforated; adherent to cortex. 
Incision through the discoloured dura led into a 
softened area about 1 by 1*5 cm. from which only 
a little pus escaped, but the brain substance was 
necrotic and breaking down. Recovery without 
interruption. 

Remarks .—No mention is made in the account 


of the condition of the fundus oculi. Convulsions 
occurred on the side of the abscess, but these were 
due to the meningeal irritation on the other side. 
The incontinence was probably due to the abscess 
on the left side, and this sign is well known to 
occur in cases of both tumour and abscess of the 
frontal lobe. 

Case 2.— Abscess of frontal lobe secondary to 
injury; operation during coma; recovery (19). A 
boy, set. 11 years, was struck on the left side of the 
forehead with a stone, which inflicted a wound, about 
an inch in length, a little above the eyebrow. The 
patient remained dazed for about half an hour after 
the injury. He then remained apparently well for 
several days. The wound suppurated, but healed 
in three weeks. On the fourth day after the injury 
he began to complain of pain in the head. The 
pain was of a dull, heavy character, subject to 
exacerbations of great severity. It was so bad that 
he had to remain indoors, and at the end of about 
four weeks he took to his bed; about this time he 
became very drowsy, and when not complaining of 
pain dozed on. He vomited frequently. In the 
tenth week of the illness he was ^ent to hospital. 
When seen he lay curled up in bed on his left side, 
his head resting on his hand. He was exceedingly 
drowsy, yet frequently cried out from pain. He 
had intervals of quiet of short duration, but even 
in them his equanimity was easily disturbed, a few 
simple questions sufficing to ruffle it and to induce 
a recurrence of petulancy accompanied by exacerba¬ 
tions of pain. Pulse slow and weak, respirations slow 
and somewhat irregular, temperature about normal. 
Left pupil somewhat smaller and acted more 
slowly to light than the right. Bilateral optic 
neuritis. 

Ten days after admission he became suddenly 
worse, he vomited frequently, the pulse and respira¬ 
tion became very weak and irregular, he had a fit 
with convulsive movements of both upper limbs, 
chiefly the right, and became completely comatose. 
In this state operation was performed. No anaes¬ 
thetic needed. The skull was opened over the site 
of injury. There was no extra-dural abscess ; the 
dura bulged into the wound. The brain when 
exposed looked paler than usual. Pus found with 
a needle; about three ounces evacuated. The 
cavity was drained with a decalcified bone tube. 
Sensibility to pain returned towards the end of the 
operation. The patient ultimately recovered. 

Case 3.—A police officer in Chicago was shot 
above the left orbit on December 3rd, 1882 (20). 
The bone was fractured ; a fragment of the bullet 
was extracted. On the third day high fever, severe 
headache, vomited once, slight exophthalmos. 
Fever and headache increased during next two 
days; then wound freely opened and frontal sinus 
explored ; pus evacuated from orbit. Posterior wall 
of frontal sinus intact and no fracture of roof of orbit 
detected. Pulse and temperature became normal 


1 


282 The Clinical Journal. ] 


MR. BALLANCE. 


[Aug 7,1912. 


I and patient apparently recovered, but with occa¬ 
sional slight headache. He returned to duty on 
January ist. On January 5»h he suddenly fainted, 
vomited several times, and complained of severe pain 
in left frontal region. There was no fever, but patient 
became dull and stupid, and the pulse became 
gradually slower—on January 12th it was 54. On 
that day he became deeply comatose. An abscess 
of the frontal lobe was opened. Convalescence 
was interrupted by pus retention, necessitating 
another operation, but the patient ultimately re¬ 
covered. 

In 1897 my then colleague, Abbott, published 
three cases of frontal lobe abscess in the ‘ St. 
Thomas’s Hospital Reports/ vol. xxv. Two fol¬ 
lowed fracture, and one resulted from acute necrosis 
of the frontal bone. In all deterioration of the 
mental state was noticed and the abscesses were 
all thick-walled and chronic. The cases were care¬ 
fully recorded, but unfortunately they were all 
fatal. 

Bergmann (21) describes the case of a youth, 
set. 16. years* who received a pistol-shot wound in 
the right frontal region. Four months later an 
abscess with a thick capsule was pulled out of the 
frontal lobe. Three days later the symptoms re¬ 
curred. A second encapsuled abscess was dragged 
out. On the death of the patient six weeks later 
from kidney disease the wound in the brain was 
found to be healing well. 

The clinical course of a brain abscess varies con¬ 
siderably in different cases. It may run a (a) sub - 
acute course more or less distinctly divided into 
three stages : The initial febrile stage in which the 
symptoms are those of septic or febrile infection : 
headache, vomiting, and fever. Similar symptoms 
occur in the initial stage of specific fevers, and the 
distinction may at first prove difficult. This stage 
lasts a variable number of days, and corresponds 
to the acute stage of the suppuration. It is suc¬ 
ceeded by 1 he second stage, the stage of remission. 
Sometimes suddenly, more often gradually, the 
symptoms abate and give place to a period of calm, 
which is the more deceptive as it is sometimes pro¬ 
longed. During this period, though few or no 
symptoms are present, the general health is im¬ 
paired and the patient gets thinner, especially when 
the abscess is in the cerebellum. A thorough 
examination would in most cases raise the suspicion 
that gross brain disease was present or unmask 
some pathognomonic localising sign, and a blood- 
count would probably, but not necessarily, show 
leucocytosis. 

The third or paralytic stage supervenes in most 
cases suddenly as an “ ictus ” with or without con¬ 
vulsion ; the«apoplectiform condition may pass at 
once into profound coma terminating fatally in a 
few hours, or recovery from the seizure may take 
place with symptoms indicating a local brain lesion. 
With the onset of the third stage there is generally 


renewed fever. In the more rapidly fatal cases the . 
third stage is associated with rupture of the abscess, I 
in the others with more'or less rapid extension of I 
the suppuration. * 

In another type of evolution the abscess may be 
rapidly fatal with ( b ) severe general infection . The 
symptoms of brain abscess become merged into 
those of general infection; high fever and acute 
delirious mania are common symptoms. Sometimes 
the history, or the manifest presence of one of the/ 
known causes of brain abscess, will arouse af- 
suspicion of the existence of that complication ;l 
more often the diagnosis is made of a malignant/ 
form of some acute specific fever, or of the diseas® 
known as acute delirious mania. 

In a third type the abscess remains (c) latent as 
regards symptoms until the final attack of coma. 
The patient dies suddenly, or in a few hours, and 
a brain abscess, having evidently existed for a 
considerable time, is found at the autopsy. In some 
such cases death is absolutely sudden. In but 
few of the recorded cases of “ complete latency ” 
is there any evidence that a complete neurological 
examination had been made, and in fewer still 
have the patients been under skilled observation for 
a period of several days, during which pulse and 
temperature have been regularly taken. We all 
know that an examination of the optic discs, the j 
fields of vision, and the actions of the muscles of ' 
the eye have revealed the gravity of an illness which 
from the patient’s complaints alone might well 
have been considered trivial; and on the other 
hand, that the omission of such an examination 
has often led to an error in diagnosis. 

A fourth type of clinical evolution of brain 
abscess is ( d) just like that of a tumour. The 
infection is of low virulence, and the abscess 
produces just those symptoms which a tumour 
growing in the same region and at the same rate 
would cause. The patient dies from increase in 
the severity of the syndrome. 

Treatment of brain abscess. —The ideal treatment 
is the preventive. When an abscess in the brain 
has once formed it must be completely evacuated 
and drained, and when, as is usual, it is associated 
with local cranial disease, it must be approached 
through the track made by the disease, and the 
local bone disease must be at the same time 
completely removed. An encapsuled abscess, most 
frequently met with in the frontal lobe, should be 
enucleated. The following recent case is an 
illustration : 

Chronic Suppurative Otitis ; Cerebellar Abscess ; 
Operation; Recovery .—A boy, aet. 14 years, was 
admitted to St. Thomas’s Hospital on May 31st, 
1912. He had been sent from Ryde by Drs. Banks 
and Spencer Churchill. The notes are by my 
dresser, Mr. Grimshaw Bigger. When a baby he 
had scarlet fever and measles; for the last two years { 
at least he has had discharge from the left ear. 
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Five months ago a polypus was removed from the 
left ear. One month ago he had a shiver, and since 
that time he has vomited three or four times every 
day and has had headaches, at times of great 
severity. The headaches are general, but localised 
frontal headache is sometimes present. Consti¬ 
pation and anorexia. Micturition normal. When 
seen: Somewhat drowsy, mental state otherwise 
normal. Foul pus in left ear. Tuning-fork on 
vertex referred to left. No tenderness over mastoid. 
Right pupil normal and acts normally; left pupil 
larger than right and acts sluggishly. lateral 
nystagmus in both directions but greater towards 
right side. Optic neuritis on both sides, with 3 D. 


heel-knee test and the nose-finger test both show 
ataxia on the left side. Pulse 80. temperature 98° F. 
Urine normal. Operation forthwith. —Anaesthetic, 
intra-venous hedonal. The mastoid region was 
fully exposed by a vertical and a horizontal incision. 
The complete mastoid operation was done. The 
tympano-antral cavities contained pus and choles- 
teatomatous matter; the ossicles had disappeared. 
The tegmen was removed ; the exposed dura of the 
middle fossa appeared healthy. The disease 
extended backwards from the posterior boundary 
of the antrum by means of a narrow track, the bone 
over and in front of the descending part of the sig¬ 
moid sinus was removed, and the base of the petrous 



Drawing of operation on a recent case of cerebellar abscess here related. The complete mastoid operation has 
been done. The vertical portion of the sigmoid sinus has been exposed as well as the dura in front and behind. 
The petrous has been cut away between the vertical portion of the facial canal and the sinus thus removing the 
posterior part of the inner wall of the antrum. 1. Inner wall of tympanum, a. Attic. N. Remains of antrum. 
M. Dura exposed by removal of tegmen. x. Site of patch of diseased dura by incision of which the cerebellar 
abscess was evacuated. 


of swelling, but no haemorrhages. Other cranial 
nerves not affected. Sensation everywhere normal. 
Reflexes: Knee-jerks equal and brisk. Plantar 
reflex sluggish on both sides. Abdominal and 
cremasteric reflexes more brisk on right side. 
Co ordifiation: Patient stands with the feet widely 
separated and complains of vertigo ; the left thiah 
is the more abducted. Romberg's sign: Falls 
backwards and to the left at once. He can just 
manage to stand on the right foot alone but not on 
the left. He cannot walk without assistance, and in 
walking tends to circle towards the left. The 


behind the antrum was then cut away bit by bit 
until the dura was exposed from the vertical portion 
of the sinus to the neighbourhood of the saccus 
endo-lymphaticus. Just external to the region of 
the saccus endclymphaticus, and in the line of the 
disease which was being followed backwards from 
the antrum, a dark spot was seen on the dura about 
half the size of a split-pea. A narrow knife was 
thrust through this patch of diseased dura and 
quite two ounces of pus immediately escaped. A 
rubber tube was passed through the opening and 
stitched to the surrounding tissues. The pinna 
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was fixed forwards on to the cheek lest it should 
fall backwards and interfere with the drainage. 
The wound was packed in the usual way. 

The next day the patient felt much better. 
There was no longer any nystagmus; both pupils 
were equal and reacted normally. On removing 
the dressing much pus was found in the deeper 
layers. The external wound was irrigated daily 
with hydrogen peroxide, and the dressings changed. 
Staphylococci and streptococci grew from cultures 
of the pus evacuated at the operation. 

June 10th : Some blood was mingled with the 
pus oozing from the tube. The tube was taken 
out and changed, a further quantity of altered 
blood and pus escaped as the tube was removed. 
The tube was shortened on June 17th and removed 
on June 21st. From June 14th he has had a 
ravenous appetite. Patient left his bed on June 
22nd, and recovery has been uninterrupted. 

Remarks .—The drainage through the 44 stalk ” of 
the abscess obviated the danger of meningitis* and 
no hernia cerebri occurred. 

The object of an operation for brain abscess is 
to obtain complete evacuation and drainage. 
Whenever possible it should be opened and 
drained through its point of attachment to the 
dura, for the patient then runs no risk either of 
cerebral hernia or of meningitis. In abscess of 
the brain secondary to local cranial disease the law 
is absolute that the disease must be sought by a 
direct extension of the operation for the extirpation 
of the bone disease. The surgeon has no com¬ 
mission to trephine the skull in various situations 
according to surface measurements which on 
anatomical grounds would lead him to the surface 
of the lobe of the brain in which he has diagnosed 
the presence of an abscess. In seeking an otitic 
brain abscess the complete mastoid operation 
should first be done, and all disease in the bone 
followed to its limits ; this may conduct the surgeon 
directly to the abscess, but if not he will have made 
up his mind from the symptoms whether to explore 
the temporo-sphenoidal lobe or the cerebellum. 
To open a temporo-sphenoidal abscess the tegmen 
should be completely removed and so much of the 
squama as is necessary to make a wide and efficient 
opening in the skull; in all cases bone must be 
removed until healthy dura is reached. The stalk 
of the abscess may be at once seen; it may be 
wide or narrow. If the stalk is open and suffi¬ 
ciently wide for satisfactory drainage all that is 
necessary is to insert a drainage-tube ; if the stalk 
is open, but narrow, the opening may be enlarged 
by the introduction of forceps and the drainage- 
tube then inserted. If there is no opening into 
the abscess, or only a very fine one, an incision 
must be made. The incision into the abscess 
should, if possible, be made through, and within 
the limits of, visibly diseased dura so as to avoid 
fresh meningeal infection. If the abscess does not 


obviously present at the region where the dura is 
exposed, but has to be sought through unaltered, or 
unperforated dura, the dura mater must be freely 
incised and turned back before any incision is 
made in the brain. No search by punctures made 
through the uncut dura is likely to lead to any 
good result. Absence of pulsation of the dura or 
of the cortex is an important sign of the close 
proximity of a cerebral lesion, but the presence of 
pulsation does not necessarily cognate the absence 
of disease, and is in no circumstances a justification 
for abandoning the operation when a diagnosis of 
a localised cerebral lesion has been made. 

The cortex having been sufficiently exposed, an 
incision must be made into the substance of the 
brain, so planned as to avoid the large vessels on 
the cortex. If the incision does not directly open 
the abscess, the finger should be gently introduced 
into the opening for further exploration; the 
resistance felt in the dwctioa of the abscess will 
be an infallible guide to the site of the disease 
and the further use of the knife. The finger is 
the best and only suitable probe in these cases. 
Pus-seekers, exploring needles, trocars, and all 
other instruments should be abandoned in favour 
of a sharp narrow knife and of the finger. The 
search for a brain abscess should not be aban¬ 
doned until the finger has been introduced. The 
use of the knife for the evacuation of an abscess 
of the brain is no new procedure, but was taught 
and practised more than a century ago. Dupuytren 
(22), in one of his lectures, said: 44 In certain 
cases of deeply seated fluid collections we must 
incise the dura mater, the arachnoid, the brain 
itself, if the focus is at the surface of this organ, 
and by this bold proceeding patients have been 
saved.” 

The ideal treatment of encapsuled abscess is 
enucleation without incision, but in otitic brain 
abscess the fact of encapsulation can scarcely be 
recognised before the abscess is opened. The 
operation of draining an otitic cerebellar abscess is 
conducted upon exactly the same principles that 
guide the surgeon in dealing with a temporo- 
sphenoidal abscess. The study of the morbid 
anatomy of the condition has taught us that the 
stalk of a cerebellar abscess may be adherent to 
the dura (1) on the inner wall of a gangrenous 
sigmoid sinus ; (2) to the dura between the descend¬ 
ing sigmoid sinus and the outer edge of the posterior 
surface of the petrous; (3) to diseased dura over 
the site of the saccus endolymphaticus, over the 
internal auditory meatus, or elsewhere over the 
posterior surface of the petrous. While the prin¬ 
ciple of dealing with a temporo-sphenoidal abscess 
through its point of attachment over the tegmen 
seems to be clearly understood and fairly generally 
acted upon, the same principle seems to be less 
generally followed in opening a cerebellar abscess, 
and perhaps this is a factor in the greater mortality 
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attending operations for cerebellar abscess. The 
posterior fossa, like the middle fossa, should in 
these cases be opened by direct extension of the 
mastoid operation. When the stalk of a cerebellar 
abscess is attached to the sinus wall or to the dura 
just in front of the sinus, it is comparatively easily 
exposed by cutting away the bone over the sinus 
and behind the posterior wall of the antrum, but 
when the stalk lies further inwards over the posterior 
surface of the petrous, direct access to it is less 
easy to obtain. The petrous must be cut away 
with the burr or the gouge behind the descending 
portion of the facial through the inner wall of the 
antrum, for in these cases the infection has travelled 
through the petrous and must therefore be followed 
through that bone. A wide hole may be bored 
through the base of the petrous even as far as the 
saccus endolymphaticus or the internal auditory 
meatus. None of these operations is complete till 
the “bridge ” of bone left between the track so made 
and the posterior surface of the petrous has been 
cutaway . It is as essential to remove this “ bridge ” 
as to remove the “ bridge ” in the complete mastoid 
operation, for unless this is done the important 
principle of providing for free, unhindered and 
spontaneous drainage is violated. 

In seeking to remove or drain a frontal lobe 
abscess the same principles of surgery must be borne 
in mind. They are based upon the known facts of 
pathology which have been already explained, 
namely, that the bone disease, meningeal disease 
and brain disease are one continuous infective 
process. The discovery of disease of the posterior 
wall of the frontal sinus will lead to the discovery 
of meningeal disease beneath it, and beyond the 
meningeal disease and continuous with it will be 
found the brain abscess. When the symptoms of 
cerebral trouble have been present for a consider¬ 
able time and the frontal lobe is suspected of 
harbouring an abscess, it must be remembered that 
the abscess may be encapsuled and then should be 
enucleated whole, as was practised so successfully 
by Bergmann in a case referred to in this lecture. 

Vicissitudes of convalescence. —After the drainage 
of a brain abscess, whatever the symptoms of further 
cerebral trouble that may arise—and they often 
seem inexplicable—the brain should be explored, 
through the original wound, and no chance opera¬ 
tion undertaken in another region. Instead of 
concentrating the attention on the original site of 
abscess, the new symptoms may suggest conditions 
which are not present, such as meningitis or acute 
distension of the ventricles, the symptoms being 
really due to the refilling of the old abscess or to 
the formation of a new one in the immediate 
vicinity. The temperature, pulse and respiration 
in brain abscess are modified when the dura is 
opened in consequence of the relief of intra cranial 
pressure. 

Conclusion .—Morand (23) in 1.7 51 had under 


his care a case of brain abscess. He felt that he 
could only cure the patient if he could “ dress the 
putrid ulcer in the brain.” The means by which 
he accomplished this appear to us crude, but they 
were intelligently used, and the case was brought 
to a successful issue. More than a century elapsed 
before the principles of treatment of brain abscess 
emphasised by Morand became generally accepted. 

Since my student days vague surmises have given 
place to fair precision in diagnosis; operations 
for brain abscess have now become current practice, 
and are successfully performed in every surgical 
clinic. 
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THE TREATMENT OF PLEURAL 
EFFUSION. 

By OTTO GRUNBAUM, M.D., D.Sc., F.R.C.P., 
Assistant Physician to London Hospital. 

Gentlemen, —I have chosen the treatment of i 
pleural effusion for discussion this afternoon I 
because, in my opinion, text-books do not deal 
with the question in an adequate manner. 

Many of the details of the treatments which 1 | 
shall lay before you are subjects upon which ! 
medical authorities are not agreed, but since it is j 
wise for a teacher to be dogmatic (but at the same j 
time to impress upon students that the dogmatic | 
opinion expressed is his view, and not necessarily ! 
correct), I shall do my best not to worry you with i 
the opinions of other people, but to state those 
which I hold, and the evidence upon which they 
are based. 

It is quite obvious that the correct treatment 
of different forms of pleural effusion cannot be I 
the same, and it is essential that we first determine 
the cause of the effusion before we carry out any 
treatment. 

Let us tabulate the causes : 

(1) Injection with the tubercle bacillus. 

(2) Injection with the pneumococcus. 

(3) Injection with the streptococcus. 

(4) Injection with the “ diplococcus rheu- 
maticus." 

( 5 ) Cardiac disease. 

(6) Renal disease 

(7) New growth. 

(8) Unknown causes. 

In order to determine which of these causes has 
led to the effusion, a sample of fluid should be 
drawn off and subje< ted to examination, microscopic 
and bacteriological. 

If a film be made and stained, often it will be 
found to contain cells. The total absence of cells 
in the fluid points towards it being due to renal or ] 
cardiac disease. A differential count of the cells 
present will assist in determining whether it is 
due to new growth, pneumococcus, or to tubercle 
bacillus. 

When a fluid is due to new growth frequently it 
contains blood-pigment or red cells along with a 
large number of mononuclear cells, the percentage 


being in the region of 98. If, on the other hand, 
the tubercle bacillus is the cause of the exudation, 
there will be no red cells, but there will be a large 
number of lymphocytes, namely, about 80 per cent., 
but more polynuclear cells than when new growth 
is the cause 

An effusion containing a large number of poly¬ 
nuclear elements is probably due to pneumococcus 
or streptococcus. If this method, which goes by 
the name of cyto-diagnosis, points towards the 
fluid being of tuberculous origin, a further test may 
be earned out with advantage, consisting in a search 
for tubercle bacilli. 

The ordinary method by centrifugalising the 
fluid is unsatisiactory because the fluid is viscid 
and the specific gravity of the tubercle bacilli is 
not much greater than that of the fluid, and there¬ 
fore centrifugalising the fluid does not lead to the 
bacilli collecting in the sediment. 

Another method should be adopted. The fluid 
is allowed to clot. The fine fibrils of fibrin form 
a network in which the bacilli are entangled ; this 
fibrin contracts and the clot contains practically all 
the bacilli in the fluid. 

The clot must be washed under running water 
(or several hours in order to remove any anti-lytic 
ferments. It is then digested with pepsin and 
hydrochloric acid until it is completely dissolved. 
The tubercle bacilli are unaffected by this pro¬ 
cess. The resulting fluid is of low specific gravity 
and limpid so ihat the lubercle bacilli will settle 
down in it with ease, and the film of the residue 
when stained with acid fuchsin will demonstrate 
the presence of acid-fa^t bacilli. 

A bacteriological examination will allow one to 
decide whether it is due to pneumococcus or 
stiepiococcus. 

Having determined the cause of the effusion the 
question 01 treatment arises. 

We must remember that the main object of the 
treatment must be to make the condition of the 
pleura similar to that which it was before the disease. 
At the same time we must not forget that there is 
reason to believe that certain forms of treatment 
may cause dissemination of disease. 

It is true that every case must be judged upon its 
merits, and in all probability it is impossible for us 
to consider every detail which would have to be 
taken into consideration in the wards. 

A small pleural effusion due to the tubercle 
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bacillus need not be removed, but on the other 
hand, if it persists for six or seven weeks some 
treatment should be adopted. 

Occasionally removing a small quantity, that is 
t j say, two or three cubic centimetres, may alter 
the balance of exudation and absorption so that it 
disappears. 

If this does not lead to its absorption it may 
become necessary to draw off the fluid. 

In carrying out this procedure I should like to 
urge upon you the inadvisability of using any 
apparatus which develops marked negative pressure. 
The best way is with a trocar and cannula and three 
feet of rubber tubing. 

The tubing is first filled with a very dilute solu¬ 
tion of carbolic acid and the end placed in a similar 
solution in a vessel upon the floor. The solution 
must not be more than i‘per cent, because strong 
solutions of carbolic acid precipitate proteins and 
would occlude the tube. 

After the sutface has been cleaned, the skin is 
drawn upwards, the trocar is thrust in between the 
ribs, and the cannula is held in position with 
strapping. The fluid is allowed to flow under a 
negative pressure of three feet of fluid as long as it 
will. 

The object of drawing the skin upwards is to 
prevent pneumothorax on withdrawing the cannula. 
The track is oblique and therefore closes. 

Having urged upon you not to use an aspirator I 
must explain my reasons. 

If there is a very large quantity of fluid and it is 
removed with an aspirator three untoward results 
may make themselves evident. 

Removal of the fluid irom the chest must lead to 
the place of the fluid being taken by something 
else. 

Naturally we should like the lungs to expand 
and air to replace the fluid, but this does not 
always happen, and occasionally the blood-vessels 
and lymphatics of the lungs dilate, and this causes 
a very copious exudation of serum which flows into 
the air tubes and is expectorated, but if this flow 
be very great indeed—and not infrequently it is— 
the tubes of the healthy lung are inundated and 
the patient may die from asphyxia owing to being 
drowned by this serous exudation. 

Another grave disadvantage may be the spread¬ 
ing of the tuberculous lesion of the lung, whilst a 
third minor untoward symptom is produced by the 


end of the cannula coming into contact with the 
visceral pleura and leading to a violent coughing. 

None of these are likely to occur under a nega¬ 
tive pressure of three feet of water, which is 'the 
maximum used. 

In my opinion there are two conditions in which 
the aspirator should be used: (1) when the fluid is 
viscid; (2) when the presence of the cannula between 
the ribs leads to very great pain; then twenty 
ounces of fluid may be rapidly drawn off, but it is 
advisable to limit the quantity to that amount and 
repeat the aspiration upon another occasion if con¬ 
sidered necessary. 

After aspirating the fluid the two layers of pleura 
will come into contact, and in all probability they 
will adhere so that the pleural cavity will be 
obliterated. 

A writer in Allbutt’s 4 System of Medicine ’ says 
that he does not understand why elaborate methods 
have been devised to prevent this occurring. In 
his opinion it is of no very great importance. 

This is one of the most remarkable statements 
that I have ever come across in any first class text¬ 
book of medicine. 

When I w f as a student at Cambridge working in 
the dissecting room I remember making a similar 
remark to the demonstrator of anatomy. It seemed 
to me that the man with an adherent pleura 
possessed an advantage in that he could not suffer 
from pneumothorax. The demonstrator then 
pointed out to me the reason of the existence of 
the pleural cavity. 

You are probably all aware that after the extirpa¬ 
tion of the pleural cavity the aeration of the apices 
of the lungs become impossible, and this is one of 
the causes which account for patients who have 
had tuberculous pleural effusion so frequently de¬ 
veloping pulmonary tuberculosis during the next 
few years. 

If we decide that it is wise to prevent pleural 
adhesions we must consider the methods of attempt¬ 
ing to do this. 

They are all based upon the same principle, 
namely, that of keeping the layers of the pleura apart 
until the inflammation has subsided. 

This can be done by the introduction of some 
extraneous material, and at present the choice is 
limited to sterile air, sterile nitrogen, and sterile 
liquid paraffin. All these have been tried and 
alleged success has been recorded by all. 



288 The Clinical Journal. ] 


DR. GRUNBAUM. 


[Aug. 7, 1912. 


I take the responsibility of having introduced the 
last of these substances in spite of reference having 
been made to it in literature before I had published 
the' experiments which I carried out to satisfy my¬ 
self that paraffin was harmless when introduced 
in this way. 

In addition to these, other methods have been 
adopted to prevent further effusion of fluid into the 
pleura, but the success of these is distinctly 
doubtful. 

The drug which is asserted to be most successful 
is adrenalin, and other vaso-constrictors have been 
used, but whether this is sound treatment is very 
doubtful. 

One of the advantages claimed for the removal 
of the effusion is that the fluid removed is of very 
low opsonic index whilst the new exudation approxi¬ 
mates an opsonic index equal to that of the serum, 
and it is claimed that this assists the white cells to 
deal with the tubercle bacilli on and in the pleura. 

If these claims be true then the introduction of 
the vaso*constrictor which will limit the supply of 
blood to the pleura would be distinctly harmful. 

Occasionally the chest must be emptied of fluid 
on several occasions, but as a rule in a tuberculous 
pleural effusion this does not become necessary. 

Let us now consider the treatment of an effusion 
due to the pneumococcus or streptococcus. 

If the fluid is only opalescent then as a rule 
white cells are not present in very large quantities. 
The chest should be drained with a cannula : in a 
certain number of cases this will lead to cure, but 
in others the toxins are too virulent, and the white 
cells are killed, and pus is formed. 

If the pus is left in the pleural cavity for a con¬ 
siderable period lymph is deposited and this cannot 
be removed through a small tube, and therefore 
an empyema of long standing should be treated by 
removal of the rib, and the removal of as much of 
the solid lymph as possible, but one must always 
understand that an operation of this type permits 
of secondary infection of the pleura, and therefore 
careful antiseptic precautions should be carried out. 

I should like to sound a note of warning as to 
an operation for empyema in young children. 

Not infrequently death has resulted from open¬ 
ing an empyema which has been under con¬ 
siderable pressure, and therefore it is wisest to draw 
off some considerable quantity of pus on the day 
before the operation is carried out. 

Having relieved the pleura of the pus, the 
question arises whether there is any possibility of 
accelerating repair and recovery. 

The method by which recovery occurs is by the 
two layers of the pleura gradually growing together. 

If the lung has been compressed for a con¬ 
siderable time then it must expand before it can 
fill the chest. Various methods calculated to 
expand the lung have been adopted. 


The patient is advised to blow against slight 
pressure so that the contraction of the healthy lung 
may lead to the expansion of the one at the side of 
the empyema. 

To my mind a more satisfactory method con¬ 
sists in applying a negative pressure to the pleural 
cavity, because this will not only tend to expand 
the lung, but it will increase the blood supply to 
the diseased tissues and increase their power of 
dealing with the microbic infection. 

It is not difficult to carry out, it is continuous 
in its action, and causes no discomfort to the 
patient. 

In long-standing cases, that is to say those of 
two years or more, in which the question of an 
Estlander operation has arisen, this negative pressure 
treatment should be carried out for at least six 
months before deciding upon operative procedure, 
and in the majority of cases operation will become 
unnecessary. 

Care must be taken to prevent the wound heal¬ 
ing at the surface whilst the pleural cavity has not 
been obliterated. 

The introduction of gauze as a drain seems to 
me unwise, unless gauze tape, which cannot shed 
threads, be used. I cannot help thinking that some 
number of the unsuccessful cases are partly due to 
minute pieces of gauze remaining in the wound. 

The negative pressure leads to a somewhat 
copious discharge, and it is of interest to know that 
the opsonic index of the discharge is approximate 
to that of the serum of the patient, so that the 
treatment may assist in the efficacy of the vaccine 
treatment. 

In all cases of chronic empyema it is wise to 
investigate bacteriologically the discharge and to 
have a vaccine prepared and increase the resistance 
of the patient if possible. 

Washing out the pleural cavity is undoubtedly a 
dangerous procedure. I cannot imagine how it 
can do any real good. Micro organisms are in the 
pyogenic membrane and not accessible to a weak 
antiseptic. 

In addition to this, bathing all the tissues with a 
weak antiseptic lowers their vitality to a degree 
much less than it lowers the vitality of the micro¬ 
organisms. 

Occasionally, in spite of all the treatments men¬ 
tioned above, the lung refuses to expand to fill the 
chest, and then we have to ask the surgeon to reduce 
the size of the chest to make it fit the lung. 

In pleural effusion due to renal disease or to 
cardiac disease the fluid may be withdrawn with 
advantage; if respiration is impeded one must 
remember that it is only one sign of the dis¬ 
organised circulation, and in all probability the fluid 
will reappear comparatively rapidly, and it is only 
by improving the circulation that permanent benefit 
can be attained. 

August 5 th, 1912. 
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SOME POINTS IN THE DIAGNOSIS 
OF PHTHISIS AND ITS TREAT 
MENT WITH TUBERCULIN.* 

By CLIVE RIVIERE, M.D., F.R.C.P. 


When I was asked to read a paper before your 
Society and the subject of tuberculin was suggested, 
I was much exercised in my mind to decide what 
corner of tuberculin therapy would most engage 
your interest. The fascinating problems of tuber¬ 
cular sensitiveness, with the how and why and 
when of its production as a result of tubercle 
infection, offered a great temptation to me. Then 
there was much might be said about the outcome 
of such sensitiveness—the tuberculin reaction in 
all its phases, local, general and focal. Finally the 
historical side of tuberculin treatment lured me 
through contemplation of the valuable information I 
should myself gain during the process of its compila¬ 
tion. But all these baits I have put on one side 
because I feared you might think them of too purely 
academic interest, and especially I was hindered by 
the thought that perhaps some of my audience 
may never have used tuberculin at all and would 
take no interest in points which did not appear to 
be strictly practical. That thought brought me to 
the subject of my paper. I argued that after all 
the way tuberculin appeals to you, if it does at all, 
is in its practical relationship to some case of tuber¬ 
culosis, probably phthisis, which you have seen 
lately, or are going to see presently. So what I 
have set out to do here is to consult with you over 
this imaginary case in the hope that we may teach 
each other something by an interchange of views. 

Diagnosis. —Before we do anything else we have 
got to make our diagnosis, and two points are 
important to remember in this respect. First, 
the days of waiting till tubercle bacilli appear in 
the sputum have gone by, and we are expected to 

* Delivered before the Eastbourne Medical Society. 
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have made up our minds in most cases before this 
stage is reached. Secondly, it is of the utmost 
importance to the patient that the diagnosis should 
be not only early, but also as definite as possible ; if 
it is doubtful but half-hearted measures of treatment 
will be adopted, both patient and practitioner will 
soon slacken their efforts and the case will drift 
into stages of disease more difficult to arrest. So 
the main requirement comes to be a diagnosis, as 
early and as sure as possible, and success in this 
can only come as the result of considerable experi- , 
ence and the use of the best methods. 

The first point I wish to put before you is the 
comparative uselessness of tuberculin in the dia¬ 
gnosis of phthisis. Let me say at once that there is i 
no doubt at all that tuberculin is a sure test of the 
presence of a tubercular lesion—the Vienna school 
have proved this clearly. Its failure for diagnosis 
arises in the ubiquity of tubercular infection, and 
the fact that tuberculin gives but little clue to the | 
activity of the focus of disease. Some of the tests I 
are more sensitive than others : thus the cutaneous | 
tuberculin test is one of the most sensitive whether I 
it be used after von Pirquet’s method or as the 1 
local subcutaneous test. Hamburger by these ! 
means found that in Vienna 20 per cent, of children 
in the third year reacted, 50 per cent, in the fifth 
year, 85 percent, in the tenth year, and 95 per cent, 
in the twelfth year. Obviously such a test is of no 
clinical value after the first few years of life. It is, 
indeed, generally recognised that no conclusions 
can be drawn from von Pirquet’s test as generally 
used in adults. 

The general reaction .—There appears, however, 
to be a wide-spread impression that the subcuta¬ 
neous test as shown by fever and general symptoms 
is something quite different, and that its use is of 
great value in the diagnosis of phthisis. This is a 
misconception. It is, indeed, less sensitive than the 
cutaneous test, and a reaction to the smaller doses 
argues a high tubercular sensitiveness, but in 
practice this cannot be said at present to necessarily 
indicate disease of clinical importance. 

I need only refer you to the well-known experi¬ 
ments of Franz to show you conclusively the unre¬ 
liability of this test. Franz set himself to test the 
military recruits stationed in Vienna with sub¬ 
cutaneous tuberculin. Among 400 men between 
the ages of twenty-one and twenty-three years, 
coming from Bosnia, where tubercle is rife, 61 per 


cent, reacted to doses up to 3 mgrm.; after a year’s 
stay in Vienna no fewer than 76 per cent, of these 
were positive. A further 321 men of another 
company showed 68*8 per cent, positive reactions. 
It is obvious that a test which is positive in this 
high percentage of healthy men can be of no 
utility to us in the consulting-room. Nor can it be 
said that these men, though tubercular, were in 
need of treatment or special supervision. Of 1002 
tested cases followed up, only sixty-four were found 
to have shown clinical tubercle during the follow¬ 
ing six to seven years. Moreover, no relation was 
found between the dose giving the reaction or the 
duration or intensity of this, and the character or 
time of appearance of the subsequent tuberculosis. 
It must also be pointed out here that not only will 
men in health react to tuberculin, but the tuber¬ 
cular will fail to react under certain conditions. It 
may be safely asserted that the subcutaneous 
tuberculin reaction as it shows itself in fever and 
general symptoms is of little use in the diagnosis of 
phthisis. 

The focal reaction .—You will notice that I have 
qualified the words “subcutaneous tuberculin reac¬ 
tion ” by the words “as it shows itself in fever and 
general symptoms.” These are the symptoms which 
tend to arrest the attention, and when a patient is 
said to “react” I find that this is what is usually 
meant. There is, however, another element in the 
subcutaneous tuberculin test to which the foregoing 
condemnation does not apply. I refer to the focal 
reaction. In a patient with a visible lesion in the eye, 
the larynx, the skin, a tuberculin reaction is prac¬ 
tically always accompanied by a hyperemia of the 
tubercular focus. In such visible situations this focal 
reaction can be obtained with safety and is a most 
valuable aid to diagnosis. It is absolutely specific, 
and the possibility of using it to clear up a doubt¬ 
ful diagnosis is too often forgotten. In cases of 
phthisis a similar hyperaemiaof the tubercular focus 
doubtless always accompanies a general reaction, 
but it is only when marked that its presence can be 
detected. This may be by an increase of sputum, 
by pain in the chest or dyspnoea, or by an increase of 
physical signs or the appearance of these where 
none were before detected. The detection of these 
signs depends largelyon the skill (and sometimes the 
imagination) of the operator, and so we have much 
discrepancy in their prevalence among different 
observers. Otten, working under Prof. Romberg 
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of Tlibingen, found a focal reaction accompanying 
a general reaction in 60*8 per cent, of cases, and in 
7*4 per cent, found a focal reaction alone. A large 
proportion of these reactions were obtained to quite 
small doses, 26 to T l $ mgrm. tuberculin and 37 to 
t<j> and 52 to 1 mgrm. among 197 cases. Most 
observers would consider the percentage obtained 
by this observer exceedingly high ; it draws atten¬ 
tion, however, to the fact that focal reactions can 
be obtained in cases of phthisis, and when they are 
quite clearly present they are of the greatest value in 
diagnosis. 

'They can be obtained, but can they be obtained 
safely ? The German authorities seem to me too 
confident of the harmlessness of the focal reac¬ 
tion. Wolff-Eisner and Escherich stand prac¬ 
tically alone in their recognition of its dangers. I 
am personally very strongly convinced that the 
focal reaction may be of the gravest danger if it is 
carelessly produced. This generally happens when 
the first reaction is overlooked and a further one 
called forth by a larger dose ; and I would call the 
attention of the meeting to this temperature chart 
handed round as it well exemplifies the point. 
This was sent to me a few weeks back by a prac¬ 
titioner, who wrote to explain that he had given 
diagnostic doses of tuberculin although the diagnosis 
was already clear, and wished to treat the patient 
with tuberculin, but felt some anxiety as to its 
suitability. A glance at the chart showed clearly that 
the activity or the disease which gave him pause 
was consequent on the tuberculin reaction he had 
produced for diagnosis. I am strongly of opinion 
that a focal reaction should only be attempted 
by those who are skilled in the use of tuber¬ 
culin and the interpretation of signs, and only then 
with the utmost circumspection. To sum up, then, 
the value of tuberculin in the diagnosis of phthisis 
we must come to the following conclusion : That 
in its “local” and “general” manifestations the 
tuberculin reaction is practically useless ; in its 
“ focal ” manifestation when applied to phthisis its 
detection needs highly trained observation, and 
its production in unskilled hands may readily place 
the patient in a position of great peril. We can, 
then, pass from tuberculin, and touch more briefly 
on other points from which diagnostic help may be 
obtained. 

The auto-inoculation test must be treated with 
respect, as in the hands of a skilled pathologist it 


may give us valuable information. I refer under 
this heading to the determination of the tuberculo- 
opsonic index before, and at certain periods after, 
exercise or manipulation of the suspected part. It 
is a laborious investigation, and consequently 
expensive to the patient ; the condition under 
which it is of special value is in the determination 
of cure or only quiescence where this is in doubt. 

The Wassermann reaction for tubercle can hardly 
be said as yet to have established a position for 
itself as a practical diagnostic test, and we can here 
leave the laboratory and take our patient to another 
special department. 

The X rays may be of great ultility in conjunc¬ 
tion with other means of diagnosis in a doubtful 
case, and especially in certain cases where the 
disease appears to spread from the root of the lung 
outwards and where symptoms keep ahead of the 
physical signs. More study of the correlation 
between X-ray appearances and physical signs is 
badly needed, and this must come from the physi¬ 
cian and not from the X-ray specialist. 

To come back from all these special departments 
to our consulting-room we enter once more the 
familiar land of symptoms and physical signs, and 
I propose, at the risk of boring you, to utter a few 
warnings about the physical signs in phthisis before 
passing on to the subject of treatment. These 
warnings are suggested to me partly by observation 
of my own shortcomings in the past, and partly 
through the strivings of the various qualified 
assistants who have worked with me at my Chest 
Hospital. To take the physical signs in their 
wonted order we will begin with inspection. 

Inspection .—Under this heading my only warning 
would be that flattening or hollowing at an apex is 
often a chest deformity and not due to lung disease. 
If lung disease sufficient to cause flattening is 
present, other signs, especially deficient movement, 
will always confirm its presence. 

Palpation .—Under this head I have nothing to 
add to the usual warning that vocal resonance and 
vibration is more marked at the right apex. 

Percussion .—This is the most important of all 
signs in the detection of phthisis, and other signs 
must be suspect which are not confirmed by some 
change of resonance. This, however, can only be 
said for educated percussion, and it is unfortunately 
true that in no method of chest examination do 
men more commonly fail than in the art of per- 
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cussion. I find the commonest faults are as 
follows : 

{a) Too heavy percussion, and this is especially 
a fault in an examination for phthisis, for heavy 
percussion will bring out a dulled note at a normal 
right apex where to light percussion the apices are 
strictly equal. Moreover heavy percussion brings 
out that interesing phenomenon, the “lung reflex 
of contraction ” described by Abrams, and this 
may confuse the issue where percussion is gone 
over again in a doubtful case. I commend this 
“lung reflex” to your attention : heavy percussion 
on one side is followed by impairment, and the 
clinician who has not trained himself to detect this 
difference must often miss the impairment of early 
phthisis. 

(ib ) Another fault in percussion is failure to put 
the same weight into the stroke on both sides of 
the chest, and this can only be assured by percus¬ 
sing strictly by the weight of the hand from the wrist. 

(c) The third common fault is not being quite 
decided what you are going to listen for. More 
or less “resonance” is a very confusing quality, 
and the matter is greatly simplified by fixing atten¬ 
tion on one only of its component parts—tone and 
pitch. Now, “tone” is a difficult thing to decide 
about, but “pitch ” is quite easy. If lung impair¬ 
ment in its finer shades is merely thought of as a 
rise in “pitch,” the production of a higher, “sharper” 
note in the musical sense, the detection of percus¬ 
sion differences is enormously helped. Remember 
that though the chest may be “ flatter,” the percus¬ 
sion note is “ sharper.” 

Under the head of percussion the main warning 
I would like to bring forward is the occurrence of 
apical collapse apart from phthisis. You will 
remember that Birch-Hirschfeld showed how the 
commonest early focus in phthisis was in a small 
bronchus near the apex, and that blocking of this 
caused an area of apical lung collapse. But apical 
collapse may be found as a temporary condition in 
a proportion of healthy people, and also occurs 
with bronchial catarrh and with mouth-breathing, 
and consequently often with adenoids in children. 
Especially difficult are certain cases of bronchial 
catarrh with emphysema, where collapse of some 
standing will occur at an apex and give you 
suspicions of phthisis; I have watched over years 
cases where these suspicious signs have moved 
from side to side, and have demonstrated the 


importance of the good rule not to make a? dia¬ 
gnosis on a single examination in cases of doubt. 

Auscultation .—Under this heading I would say: 
Do not diagnose phthisis on the evidence of 
crepitations at an apex if you are sure the percus¬ 
sion resonance—and you must possess some skill 
in percussion—is unchanged. Such crepitations 
may be bronchitic or due to expanding lung. I 
am familiar, too, with cases where loud inspiratory 
crackles at both apices were present for years in 
healthy people, though I am not sure what the 
explanation of this can be. Lastly, it is well to bear 
in mind that other organisms besides the tubercle 
bacillus may cause a localised catarrh which will 
closely simulate the signs of early tubercular disease. 

Now a diagnosis of phthisis can generally be 
made on physical signs alone, but symptoms are 
often of great assistance in cases of doubt. Do 
not forget that cases may advance to quite late 
stages without the patient being aware there is any¬ 
thing amiss; it is not very uncommon to find cases 
of phthisis by accident in candidates for appoint¬ 
ments examined in a routine manner. Among 
early symptoms an initial haemoptysis is the most 
important, and should lead to a provisional diag¬ 
nosis of phthisis when other sources of bleeding 
have been excluded. Such a patient should be 
treated as early phthisis pending further develop¬ 
ments. The conditions most nearly simulating 
phthisis in their symptoms and general appearance 
are mitral stenosis and neurasthenia, but the former 
is readily detectable, and the latter may, in some 
cases, have the tuberculo-toxin as its cause. 


Treatment.— And now having diagnosed our 
case and taken steps to secure the needful hygienic- 
dietetic measures (to borrow a German phrase) 
being efficiently carried out, are you or are you not 
going to consider the question of giving tuberculin? 
For those that elect to do so I propose to make some 
suggestions. Tuberculin must be used intelligently 
if it is used at all, and the first thing we must do is to 
consider what elements, if any, of its action can be 
appropiated to our use. The utilisable actions of 
tuberculin and auto-tuberculin are, as far as we 
know at present, the following : 

(Focal hyperaemia. 

Antibody formation (of opsonic 

-( type)- 

Production of tolerance (? anti 
tuberculin). 


Tuberculin or 
auto-tuberculin. 
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When a case of phthisis comes before you and 
the use of tuberculin is discussed, consider well 
whether any of these effects are appropiate to your 
case. Focal hyperaemia and antibody formation 
(opsonins) will alternate appropiately where the 
dose (whether of tuberculin or auto-tuberculin) is 
suited to the sensitiveness of the patient. This is 
the road to cure ! If, however, the dose or the 
patient’s sensitiveness is too high, focal hyperaemia 
will be excessive and continuous, antibody forma¬ 
tion at a standstill—the patient will be feverish and 
ill. For this the control of auto-inoculation and 
the production of tolerance to toxins is indicated 
before anything else can be achieved. 

Now our case of phthisis will come into one of 
the following groups according to the effect of 
auto-inoculation upon him, but he must be given a 
prolonged period of rest before he is condemned to 
Group I. I. Resting febrile. II. Resting afebrile 
—ambulant febrile. III. Ambulant afebrile. 

Group I, it is obvious, contains cases of very 
mixed outlook ; it can be sorted for our purpose 
into the following divisions: (a) advanced or 

rather advanced; (/;) increased tubercular sensitive¬ 
ness ; (c) mixed infection, with or without (<£). 

(a) Obviously cases may be too far advanced for 
cure, and it is necessary to remember that there is 
always more disease than the physical signs reveal 
to us. This is especially so in a class of case 
where the disease appears to spread from the roots 
of the lungs outward and the surface signs lag 
behind the symptoms. The only chance for this 
group is to increase their tolerance to their auto- 
tuberculin, and this may or may not be possible in 
any individual case. 

But patients may appear in this group because 
they are poisoned by their toxins apart from very 
advanced disease; it is well known to you from 
experience that patients with similar signs differ 
enormously in the amount of fever and illness they 
show. This appears to be due to two causes : (1) 
A mixed infection—the growth of other organisms 
in the foci of disease; (2) a difference in sensitive¬ 
ness to the tubercular toxins, and this also is very 
apt to accompany the presence of a mixed infection. 
Now as far as possible the mixed infection must be 
detected and weeded out of this group for treatment 
on special lines. These apart, there remain cases 
of fever of all types and grades due to excessive 
sensitiveness to the tuberculo-toxin. The chart 


already shown you is an example of such a case, 
and its explanation illustrates only too well their 
common causation—namely, acute poisoning with 
tuberculin, generally auto-tuberculin. By the 
“ quantitative cutaneous test,” White, Graham, 
and van Norman showed a hundred-fold differ¬ 
ence of sensitiveness to tuberculin among cases of 
phthisis, but if some picked cases of the class to 
which we are referring had been put in their list a 
still greater difference, more likely a thousand fold, 
might have appeared, for infinitesimal doses will 
sometimes cause reactions. This condition corre¬ 
sponds closely to the “ prolonged negative phase ” 
of Wright, and is probably the same phenomenon 
regarded from a different point of view. 

What, among the actions of tuberculin we have 
discussed, is needed for these cases? Antibody 
formation is in abeyance. Focal hyperaemia is 
excessive—is running riot and furthering extension 
of the disease. If we can raise tolerance by any 
means we shall be able to break up the vicious circle 
and rescue our patient. In practice this seems to 
be possible in some cases at least. Wright found 
that minute doses broke down the negative phase. 
Philippi in cases of phthisis of this type gave doses 
two thousand times smaller than the usual initial 
dose ; by this means he got below the reaction level 
and gradually raised the dose till reactions appeared. 
He succeeded in rendering afebrile sixty-five cases 
by this method among ninety cases of phthisis in 
all stages who had had fever for five and a half 
months before the beginning of treatment. Denys, 
of Louvain, also, is an advocate for tuberculin treat- 
i ment of febrile cases ; indeed he considers his B.F, 
(a preparation the equivalent of Koch’s T.O.) the 
best remedy for fever, and gives it in minute doses 
in these cases to reduce hypersensitiveness. 

Occasionally more violent reactions have suc¬ 
ceeded where the cautious method has failed, but 
this course is not to be attempted without due regard 
to its dangers. For violent febrile reactions are 
accompanied by marked focal reactions, and these 
readily cause softening in areas of consolidation and 
may spread the disease into surrounding tissues, 
and when this has happened who is to stay it ? 

II. Now we come to “ resting afebrile—ambulant 
febrile” cases, and here again a considerable 
variety of cases and stages of disease are grouped 
together. In many auto-inoculation is excessive 
and the mechanism of immunity overcome; for 
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these, rest and tuberculin with the production of 
some tolerance, that is, the graduated rise of dose 
up to a certain level, is indicated. Occasionally 
one may be satisfied with Nature’s cure by auto¬ 
inoculation, but it is very difficult, perhaps impos¬ 
sible, to get patients to understand or undertake a 
graduated regime , and a sanatorium becomes more 
necessary for this than for the treatment of such 
cases with tuberculin. 

III. The “ambulant afebrile,” whatever the I 
amount of their disease—and this varies much— 
are at any rate tolerant of whatever auto-tuberculin 
they manufacture. When this is of some amount 
they will not need tuberculin ; but they must not 
let their auto-inoculation drop too low, nor must they 
strain their tolerance by sudden over-exertions. If 
their lesions are healing and auto tuberculin becom¬ 
ing less and less it is obvious that the stimulus which 
has led to healing is being withdrawn. Here 
tuberculin from outside is indicated, and these 
are the cases above all where ambulant tuberculin 
treatment may be highly successful. If ambulant 
treatment could, indeed, be carried out in rural i 
districts nothing but good could be said for it. 
Where it fails is in the necessity of exposing 
patients with open lung wounds to the constant 
danger, among crowded areas, of those mixed 
infections which are so deadly to the tubercular. 

At this point, since the remark applies especially 
to ambulant and home treatment, it seems appro¬ 
priate to say a word about the impossibility of 
giving tuberculin-unless sufficient data of the effects 
of the injections can be supplied. Patients readily 
become careless in collecting these, and the busy 
practitioner may gradually acquiesce in a slovenly 
system of observation. To avoid this in cases 
where I supervise tuberculin treatment carried out 
by a local practitioner, I am in the habit of using 
the charts I now hand round for inspection. The 
one is an ordinary three months’ temperature chart, 
and the other is a chart prepared for me by Messrs. 
Bale, Sons & Danielsson, on which symptoms under 
local, general and focal headings are recorded after 
each injection. Even by this means I find it difficult 
to get accurate information about the effects of the 
doses; without some such system treatment tends 
to become a mere hit in the dark. 

And now I have wandered a long way and it is 
fully time that I should stop. I am a believer in 
tuberculin treatment or I should not employ it. 


At the same time I am not at all anxious to do any 
special pleading for it, especially since the data on 
which a decision of its value should be placed are 
as yet far from complete. It is still difficult to 
say how the effects of treatment in phthisis are 
best tested ; in addition it has to be admitted that 
most of the statistics of tuberculin treatment are 
badly vitiated by selection. I would, however, at 
this, the close of my paper, like to draw your atten¬ 
tion to some statistics published by Lowenstein in 
the ‘Deutsche medizinische Wochenschrift ’ of 
1910, and recently brought to my notice in a 
paper by Dr. Inman. Lowenstein took as a test 
of the results of treatment the disappearance of 
the tubercle bacillus from the sputum. He com¬ 
pared patients treated in the Beelitz Sanatorium 
during the interval 1901-1906 under what the Ger¬ 
mans call the “hygienic-dietetic” treatment, with 
those treated in the same institution since 190S 
with tuberculin. In the first period 22 to 26 per 
cent, lost their tubercle-bacilli, but among the latter, 
682 patients in all, no fewer than 52*9 per cent, lost 
their bacilli, and in this series four separate examina¬ 
tions of the sputum were each time made and 
these reinforced by the use of tuberculin injections 
and antiformin. Tuberculin was given to cases of 
all stages of disease, not excluding cases with cavi¬ 
tation or with laryngeal tuberculosis. The only 
cases excluded were those with diabetes, epilepsy, 
nephritis, pregnancy, fever with large fluctuations, 
and manifest intestinal tuberculosis. Such a com¬ 
parison seems to me as devoid of serious error as 
a disease like phthisis will ever permit it to be. 
As it stands it is certainly in my opinion a striking 
testimony in favour of tuberculin. 

August 12 th, 1912. 


The fifteenth edition of the ‘ Extra Pharma¬ 
copoeia’ of Martindale and Westcott, published by 
H. K. Lewis, of 136, Gower Street, appears in two 
volumes. The chapter on the analysis of patent 
and proprietary medicines is double that in the 
last edition and deals with about 400 “ patents.” 
Volume I has been kept down in size to practi¬ 
cally that of the last edition, and contains every¬ 
thing the' physician and pharmacist is likely to 
require foV immediate reference on therapeutic 
matters,’ wliilst the second volume acts as a sup¬ 
plement tor further study.' The publication is 
excellent and its success is assured. 



The Clinical Journal. ] 


MR. LITTLE. 


[Aug. 14, 1912. 295 


INFANTILE SPASTIC PARALYSIS 
AND ITS TREATMENT. 


By E. MUIRHEAD LITTLE, F.R.C.S., 
Senior Surgeon, Royal National Orthopaedic Hospital. 


Gentlemen, —When I was asked to deliver a lec¬ 
ture here # this session I chose the present subject 
for two reasons : Because it is one in which I 
take great interest and because radical operative 
measures for its relief have been introduced, of 
which some consideration may not be unprofitable. 

I find it difficult to confine myself strictly to the 
subject indicated by my title, and I therefore ask 
your indulgence if I widen its scope by including 
hemiplegia and cerebral diplegia, and thus making 
the subject spastic paralysis instead of spastic 
paraplegia. The nomenclature and classification 
of the various forms of infantile spastic palsy are 
confused, and few writers give a satisfactory state¬ 
ment of them. A very clear one will be found in 
A. Turner and G. Stewards text-book of nervous 
diseases, in which they divide them into two classes 
—congenital cerebral diplegia and acquired cerebral 
paralyses. Congenital cerebral diplegia is divided 
into three types: (1) Generalised rigidity with 
bilateral paralysis, and more or less mental impair¬ 
ment ; (2) imbecility or idiocy with slight or no 
motor weakness ; (3) paraplegia, Little’s disease. 
Acquired cerebral paralyses theydivide into infantile 
hemiplegia and diplegia, and of these there are two 
kinds: (1) Birth palsies from meningeal haemorrhage 
and trauma; (2) acquired palsies, due to (a) encepha¬ 
litis—primary, traumatic following acute infective 
diseases and suppuration, (b) vascular lesions— 
thrombosis (arterial and venous) haemorrhages 
(meningeal and cerebral) and embolism. 

By some writers the use of the term “ spastic 
paraplegia ” is confined to bilateral cases of spinal 
origin while “diplegia” is used for bilateral cases 
of cerebral origin. Hemiplegia here, as elsewhere, 
denotes palsy of the two limbs of one side, and 
“monoplegia” those uncommon dases in which 
only one limb is involved. Although this nomen¬ 
clature will be found in some works on nervous 
diseases (see Purves Stewart, ‘The Diagnosis of 
Nervous Diseases,’ third edition, 1911, p. 209), 
many persons still use the term “ spastic paraplegia ” 
for all cases of spastic palsy of both lower limbs. 


1 


There are also double hemiplegias in which both 
sides are involved, due to two separate lesions on 
the two sides of the brain. 

As to the frequency with which the different 
forms occur, Tubby gives the following figures : 
Of 837 cases collected from various sources, 510 
were hemiplegic, 30 monoplegic, 140 paraplegic, 
and 157 diplegic. 

First in 1843, and later, especially in 1861, the 
attention of the profession was called to this disease 
by my late father, VV. J. Little. Although he did 
not specially mark out the diplegic group, the term 
“ Little’s Disease ” is now generally limited to those 
cases in which both lower limbs are affected, but 
not the upper, and which are generally of congenital 
origin. In these cases thefe is very often a history 
of difficult labour or premature birth. In the cases 
of difficult labour it is easy to understand that injury 
may be inflicted on the cerebral contents by the 
severe pressure to which the skull is subjected. 
At first sight it seems incongruous that similar symp¬ 
toms should follow premature birth when owing to 
the small size of the head no great pressure is likely 
to be exerted upon it. This is a paradox, but, as 
in all true parodoxes, the inconsistency disappears 
on closer examination. 

The essential lesion is an interference with the 
cerebro-spinal motor tract, and especially with the 
pyramidal tracts, which may be interfered with 
in the spinal cord or in their origins in the 
cerebrum. 

Thus in cases of difficult labour there may be 
intra-cranial haemorrhage, affecting the motor tract, 
while in premature birth an arrest of development 
of the pyramidal tracts may be the cause of the 
symptoms. 

As Dr. Pierre Delbet says, premature birth sug¬ 
gests syphilis, and it is a most noteworthy fact that 
in thirteen cases which he tested, the Wassermann 
reaction was found in all. 

It seems probable that premature birth is not a 
cause of spastic paralysis, but that it and the para 
lysis are alike and the effects of some common 
cause such as syphilis. 

Against the syphilitic origin, however, is to be set 
the experience that the later members of a family 
are more often those afflicted than the earlier, 
whereas in syphilis the reverse sequence of events 
is commoner. But there is not very much weight 
in this objection, because for aught that we at 


# Delivered at the Polyclinic. 
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present know spastic paralysis may be the result of 
a much later manifestation in a syphilitic mother 
than those lesions which are familiar in infantile 
syphilis, just as tabes and general paralysis of the 
insane are much later results of acquired syphilis 
than are gummata and skin eruptions. 

The lesions found post-mortem in these cases 
have been either cicatricial, the results of old 
haemorrhage or embolism or thrombosis, or in the 
brain an enlargement of the lateral ventricles and 
subarachnoid space at the expense of brain-tissue, 
generally accompanied with sclerosis. These 
lesions, too, are probably due to haemorrhage. 

Osier found in ninety brains some obviously 
vascular lesion in sixteen, namely embolism in nine 
and haemorrhage in seven. 

The most certain pathological fact is the existence 
of abnormality in the pyramidal tracts, or of the 
parts of the encephalon directly connected with 
then\. 

Despite steady advance in neurological know¬ 
ledge it is still difficult and often impossible to 
diagnose the exact nature and locality of the lesion 
in spastic palsy. 

Aldren Turner and Grainger Stewart write in 
their text-book : “ The existence of porencephaly 
may be suspected, but in most cases it remains 
undetected until the autopsy, perhaps many years 
afterwards.” There are, however, on record cases 
in which no lesion of the pyramidal tracts was found. 

J. H. Rhein (‘Journal of Nervous-Mental 
Diseases/ December, 1909) reported three cases 
which are examples of at least unusual causes of 
contractures and spasticity evidently of central 
origin clinically, in which, however, at autopsy there 
was no demonstrable evidence of any disease in the 
tracts in two cases and slight, if any, in the third. 

In the first case, clinically the patient presented 
the symptoms of a bilateral hemiplegia, with 
marked contractures of arms and legs. In the 
second case, one of apraxia, there was general 
rigidity of the limbs, and spastic contractures of 
the left arm and to a less extent of the left leg 
were present. In the third case there was spastic 
paresis of the legs dating from childhood in a man 
who died at the age of seventy-two. 

Pathological investigation of the cases reported 
showed in the first no lesion of the pyramidal 
tracts, medulla, or pons, nor of the motor portion 
of the internal capsule. The second showed no 


degeneration of motor tracts in brain or cord. In 
the third case there were poorly developed pyra¬ 
midal tracts. 

Rhein believes that a destruction of sensory 
intra-cerebral tracts exercises a distinct influence on 
the development of spasticity and contractures, 
and that contractures may develop from sensory 
tract involvement alone, without involvement of 
the motor tracts. The way in which interruptions 
in the motor tracts cause spasticity and contractures 
is probably that stated by Pierre Marie, according 
to whom the cells in the anterior horns of the spinal 
cord are normally in a permanent state of activity 
—“ une machine toujours sous pression ”—and the 
central neuron has an inhibitory action upon this 
activity. When communication between the cortex 
and the cord is interrupted the inhibitory influence 
is removed, contractures resulting in consequence. 
As Kuttner puts it: “ The subcortical centres 
are continually spurred, but no longer bridled.” 

Symptoms. 

When the lower limbs are affected —and it is 
seldom that one or both of them escapes—the 
well-known spastic gait and appearance are seen. 
The feet are usually in the position of talipes 
equinus or equino-varus, the knees are flexed, and 
the thighs slightly flexed and adducted and rotated 
inwards, the knee-jerks are exaggerated, and ankle 
clonus is generally present if the contraction of 
the calf-muscles is not too great to allow it to 

be elicited. The plantar reflex is of extensor 

instead of flexor type (Babinski’s sign). The 
patient may not be able to walk, or may only be 

able to make his way from chair to chair or 

holding on to the edge of a table. If he is able to 
walk, the characteristic jerky, half-running, spastic 
gait appears, the knees knock together or cross one 
another, and at every step a fall seems imminent. 
Associated movements are common. The patient 
cannot move one limb without its fellow also 
moving. Epileptic seizures occur in a certain 
number of cases. The condition of the intelli¬ 
gence varies. It may be very low in a case of 
slight muscular contraction, or it may be high in 
a case of severe deformity of the limbs, but 
generally speaking, the mental ability varies directly 
as the physical. Defects of vision and nystagmus, 
squint, and motor defects of speech are not 
infrequently to be observed. Constipation is very 



Tri« Clinical Journal. ] 


MR. LITTLE. 


[ Aug. 14, 1912. 297 


commonly noted. If the contraction has not 
existed long enough for the development of 
secondary fibrous contracture in the muscles and 
tendons, the deformity will be found to disappear 
during sound sleep or deep anaesthesia, and it may 
be overcome by strong, steady, and continued 
pressure. In the case of the ankle it will often be 
found that on flexion the varus has given place to 
valgus, the soles of the feet being flattened by the 
pressure which has to be applied to the ball of the 
foot. When the upper extremity is affected it may 
be held down by the preponderating action of the 
pectoral and teres muscles and latissimus dorsi; 
the elbow is generally flexed, and the wrist partially 
flexed and pronated, and the fingers incapable of 
perfect voluntary direction. Athetosis is often 
present in a greater or less degree. If the patient 
attempts to use the hand the flexion and pronation 
of the wrist persist, but the fingers may be extended 
fully and thus the well-known Z*form of hand is 
produced. Generally, the condition may be well 
summed up in the words of W. J. Little as 
“ impairment of volition, with tonic rigidity and 
ultimately structural shortening in varying degrees 
of a few or many of the muscles of the body.” 
The bulk of the limbs is not obviously less than 
normal, marked atrophy not often occurring, but 
Hadden has described a class of cases in which 
with paraplegia of the lower limbs without atrophy, 
one upper limb is also affected with spasm and is 
much wasted. He attributed these cases to a 
lesion primarily unilateral in the brain, and thought 
that the paraplegic distribution of rigidity was due 
to an unusual decussation of the pyramidal tract 
fibres. In some cases little change in the sym¬ 
ptoms can be detected in the course of years. 
Many cases, on the other hand, improve spon¬ 
taneously up to a certain point, the spasm diminish¬ 
ing or even disappearing and the power of 
co-ordination improving greatly. Other cases, 
unfortunately, get worse, despite treatment of any 
kind. In making a prognosis it must be borne in 
mind that there is probably an irremediable defect 
in the brain or cord, and that improvement and 
not cure is the most that can be looked for. The 
effects of spasm may be reduced or removed by the 
excision of tendons, but the result cannot be the 
production of a normally balanced and co-ordi¬ 
nated musculature, but only a comparative cure. 
Although only one muscle or group of muscles 


may exhibit evident spasm, it must be remembered 
that the whole muscular system is probably 
abnormal in these cases, and in a condition of 
hypertonicity, which extends probably to involun¬ 
tary muscular fibre. On this supposition the 
absence of serious bleeding in operations on the 
muscles can be explained. 

It is most remarkable that after free division of 
vascular tissues, such as the adductor muscles, very 
little oozing occurs, and it is quite the exception 
for any vessel to need ligature. R. Jones and 
V. P. Gibney have noted the trivial amount of 
bleeding in such operations. May we suppose that 
the muscular coats of the blood-vessels share in the 
general muscular hypertonicity and irritability ? 

Treatment. 

Although during the sensational times of the 
promulgation of subcutaneous tenotomy a French 
orthopaedic surgeon divided sixty or more muscles 
at one sitting the result was not encouraging, and 
in 1843, and for many years afterwards, the surgical 
treatment of this distressing disorder was limited to 
that described by W. J. Little in his lectures, 
namely, manipulations, instruments and tenotomy 
as a dernier ressort. Under this treatment some 
striking results were recorded, chiefly in cases in 
which the contraction had existed many years and 
in which structural shortening of the muscles and 
tendons had supervened and the muscular fibrillae 
had become more or less disorganised, so that 
while structural shortening had rendered tenotomy 
more necessary, the disorganisation of fibre rendered 
recontraction less probable. This continued to be 
the general rule of treatment among orthopaedic 
surgeons until Listerism had made open operations 
on muscles and tendons as successful as only sub¬ 
cutaneous ones had been formerly, and Robert Jones 
of Liverpool and Lorenz of Vienna began to divide 
and excise portions of muscles and tendons which 
were not structurally shortened. Lorenz divided 
or excised ten tendons at one sitting in a patient of 
seventeen, and reported a good result. Many other 
surgeons have since reported good results from 
tenotomy, tenectomy, tenoplasty, etc. Lorenz has 
excised part of the anterior branch of the obturator 
nerve, with a view to paralysing the adductor 
muscles. 

Until quite lately, physicians, and especially 
neurologists, have generally discountenanced opera- 
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tions, Gowers’s only reference to it being the 
following: “The tendo Achillis is sometimes 
divided for the contracture of the calf muscles, but 
the operation is useless and ought not to be per- 
formed.” It is probable, and it is much to be 
regretted, that the opposition of such an authority 
has hindered progress in the treatment of spastic 
palsy (in England, at least) considerably. 

In the most recent neurological works, however, 
tenotomy is recommended. Some of these patients 
are brought to the surgeon with the complaint that 
although (to the parents* eyes) otherwise healthy, 
they cannot walk, and on examination it is found 
that there is such strong and persistent spasm of 
the calf muscles that it is quite impossible for the 
patient to put more than his extreme toe-tips to the 
ground. 

Under these circumstances it is clear that the 
chances of the child learning to walk, even if he were 
otherwise capable of it, are infinitesimal. It is 
therefore necessary to perform tenotomy or length¬ 
ening of the Achilles tendon before we can express 
an opinion on the child’s walking powers. We 
thus give him a chance at least of learning to walk. 

Among orthopaedic surgeons there is a consensus 
of opinion, which is growing with increase of expe¬ 
rience, that great benefits can be obtained by sur¬ 
gical measures. It is an established clinical fact 
that if a spastic muscle be prevented from active 
contraction for a time, either by keeping it stretched 
by apparatus, or abolishing one of its attachments 
by operation, the tendency to spasm is generally 
diminished, and it is a further well-attested fact 
that this sedative effect may extend to other muscles 
that are not directly interfered with. Orthopaedic 
surgeons, however, are not all agreed as to the 
extent of the surgical interference justifiable or 
advisable. In this lecture it is proposed to set forth 
some of the opinions held and to present briefly 
the writer’s personal experience. 

J. la Bonnardiere, in the ‘ Revue d’Orthopedie ’ 
(Paris), November, 1896, after quoting Lorenz’s case 
of multiple tenotomies, etc., and others which had 
been as much improved by less heroic measures, 
said that most authors limited tenotomies to cases 
in which fibrous retractions persisted under chloro¬ 
form. Bocker, in 1899, recommended tenotomies, 
massage, gymnastics, and redressement forcL In 
the same year B. E. McKenzie, of Toronto, advo¬ 
cated the free practice of tenotomy and myotomy. 


As a result he claimed a great “ lessening of reflex 
action, which is of exceeding benefit thereafter.” 
In an interesting discussion which followed, Shaffer 
said that he had given up operating in such cases ; he 
had often seen talipes calcaneus occur as a result of 
section of the tendo Achillis, and the operation was 
often unnecessary, as the spasm disappeared spon¬ 
taneously in many cases. Ridlon said that after 
dividing one tendon the spasm disappeared in 
other muscles. Therefore he would only divide 
the tendo Achillis at one sitting and wait two months 
before operating on the hamstrings and other 
tendons. He advocated early operation, repeated 
in case of relapse. In hemiplegia he had noted 
improvement in the upper extremity following on 
section of the tendo Achillis. Bradford approved 
of tenotomy. Wiegel referred to two cases of 
section of the hamstrings, the result of which still 
remained good, despite the mental defect. An 
improvement in the mental condition occurred 
after operation, and was marked before the patient 
left the hospital. 

In 1899 Tubby, who had formerly found multiple 
tenotomies useless in the upper extremity, divided 
the flexor tendons of the wrist and fingers in a case 
of infantile hemiplegia and transplanted the tendon 
of the pronator radii teres from the front to the 
back of the radius, and reported a good result. He 
has since frequently performed this operation. In 
1900 Codivilla published a paper on “Transplanta¬ 
tion of Tendons in Infantile Spastic Paralysis.” 
He admits that in most cases the condition of the 
brain leaves no hope of the adaptation of the 
nervous system to the new action of the trans¬ 
planted muscles, except in Little’s disease, which 
term he limits to cases due simply to incomplete 
function of the pyramidal tracts. Despite this 
drawback he thinks transplantation 1 beneficial to 
all sorts of cases. In Little’s disease the new 
muscle fulfils a new role, and in patients with the 
extensive and profound lesions of spastic palsy, 
in whom we can only expect a passive result, it is 
nevertheless efficacious because the spastic force 
distributed (by the operation) uniformly around 
the joint can no longer oppose itself to voluntary 
muscular contraction. Then a slight muscular 
action is enough to produce the willed effect. The 
transplantation has further a good influence on the 
spasm besides improving the position and move¬ 
ments ; this sedative effect has been before noted 



The Clinical Journal ]. 


MR. LITTLE. 


[ Aug. 14, 1912. 299 


by Sonnenberg, Vulpius, and Hoffa. Codivilla 
notes a tendency to spontaneous improvement in 
Little’s disease. He says that early operation 
before the muscles are damaged by long spasm 
has a good effect on the central nervous system, 
prevents the bad effects there of constant spasm, 
and favours the development of the antagonist 
muscles, which would otherwise waste from disuse. | 

In 1903 Robert Jones, of Liverpool, who has 
been a pioneer in the active surgical treatment of 
spastic palsy, in a paper in the ‘ Medical Press and I 
Circular,’ based on a large experience, took a very 
hopeful view of the subject, and deprecated 
pessimism. In mild cases he said that long- 
continued fixation by apparatus will often effect a 
cure of the spasm. In the hand and arm tenotomy 
alone has proved somewhat disappointing, and 
should be confined to the flexors of the carpus. 
Tendon tranplantation was more trustworthy than 
tendon lengthening. In the lower limbs excision 
of portions of the superficial adductors and, if 
necessary, division even of the adductor magnus 
and pectineus, and subcutaneous tenotomy of the 
tendo Achillis and open section of the hamstrings 
are recommended. He writes: “No opportunity- 
should be lost of perfoiming a tenotomy. Even 
in mild cases, where a spastic tendon is to be felt 
let us ruthlessly divide it.” Jones insists, however, 
on the necessity of after-treatment and training, 
lasting at least a year and often much longer. 
Writing in 1903 Redard deprecates all surgical and 
orthopaedic treatment as long as the myospasmodic 
element persists, but advocates it in permanent 
contractions. He recommends tendon transplanta¬ 
tion and lengthening, massage, mobilisations and 
passive movements, and retentive apparatus between 
whiles. Lange in 1905 advised tenotomy and 
tendon transplantation. Hoffa in 1906 laid stress 
on the importance of schooling, massage, and 
exercises, especially in Little’s disease; failing these 
tenotomy and tenectomy. The adductors, the 
hamstrings, and the tendo Achillis should all 
be operated at one sitting and the limbs fixed in 
over-correction by means of gypsum. Tendon 1 
lengthening and transplantation are of the greatest 
importance in the treatment. In the upper 
extremity he recommends Fraenkel-Leyden exer¬ 
cises and tendon transplantation. 

In 1904 Bartow reported a case treated by 
transplantation of hamstrings, also a case of elonga¬ 


tion of hamstrings. Both were cases of diplegia, 
and the results were good. 

Bradford in the same year advocated fasciotomy 
in the upper extremity, and after describing three 
cases of transfer of the pronator radii teres said : 
“ The writer has not found as much benefit from 
tendon transplantation as has been mentioned by 
some writers. It must, however, be clearly under¬ 
stood that these operations are simply a basis for 
careful muscular development and muscular training 
by use and exercises carefully suited to the patient. 
If these are not attended to, the benefit from the 
operation will be slight.” V. P. Gibney in 1904 
reported a case in which after twice dividing the 
tendons of Achjiles, and once the adductors, lie 
excised the whole of the tensor vaginae femoris 
muscle for the correction of internal rotation. In 
1905 Glaessner gave some interesting statistics or 
infantile diplegia. He recommended subcutaneous 
section of the adductors, open section of the ham¬ 
strings and section, lengthening or transplantation 
of the tendo Achillis. Muscular re-education was 
necessary, and much patience was required. In 
his opinion the school of Hoffa is too optimistic. 

Young, of Philadelphia, in 1906 says: “Teno¬ 
tomy and tenoplasty offer the greatest hope in 
these cases.” 

Royal Whitman in 1907 says that the treatment 
of paraplegia is more difficult than that of hemi¬ 
plegia. He advises multiple tenotomies. He 
writes: “ The advantage of tenotomy, aside from 
the simple correction of deformity, is that by 
elongation of the tendon the response to the 
exaggerated motor impulses is lessened, and an 
opportunity for more effective control is afforded.” 
This beneficial effect is very marked in older 
patients. Referring to Lange’s transfer of the 
hamstrings to the quadriceps, he says, “The good 
effect of the operation is to be ascribed in all 
probability in far greater degree to the removal of 
the deforming force than to the extending action 
of the flexor muscles.” 

At the Congress of Pediatry in Algiers in July, 
1907, Froelich reported fifteen cases of Little’s 
disease. He insisted on the importance of re¬ 
education. He used tenotomy, forcible rupture of 
muscles, and immobilisation. He operated as 
soon as a gleam of intelligence appeared. In the 
discussion Kirmisson said that German writers had 
made too much of tendon transplantation. He 




300 The Clinical Journal. ] 


MR. LITTLE. 


L Aug. 14,1912. 


would not operate until the seventh year. He had 
never had occasion to divide the hamstrings in 
Little’s disease. At the same Congress Soulie 
reported a case of spastic paralysis in which he had 
treated the talipes by arthrodesis of the ankle-joint. 

In 1910 Dr. Pierre Delbet reported a case of 
Little’sdisease in which the principal causeof trouble 
was the adduction and rotation inwards of the thighs, 
causing the knees to knock together in walking. 
Previous tenotomies having failed to relieve the 
patient, he had recourse to sub-trochanteric osteo¬ 
tomy and reported a good result. Kirmisson, who 
reported the case to the Academy of Medicine, 
testified that the gait was normal and thought the 
operation a very rational one. 

In 1909, 1910 and 1911, N. Alison and S. T. 
Schwab reported good results by muscle group isola¬ 
tion and temporary abrogation of the functions of 
the nerves. They injected 80 per cent, alcohol 
into “the obturator nerves, the hamstring branches 
of the great sciatic, and the internal popliteal 
nerves.” Some of their results were very good. 
This method seems a promising one. 

J. J. Nutt in 1908 performed “ intra-perineural 
neurotomy” for spasm in two cases. This opera¬ 
tion consists in section of the sciatic nerve in the 
ham and suture of the nerve and sheaf, temporary 
motor paralysis being aimed at, and some improve¬ 
ment followed. 

The treatment so far mentioned has, so to speak, 
only attacked the outside manifestations of the 
disease, but during the last few years a more radical 
method has been introduced which seeks to relieve 
the symptoms by attacking the nerve-roots before 
they leave the spinal canal. To this I will turn 
later. 

The authors quoted above, while they are by no 
means all those who have written on the subject 
during the last few years, are sufficiently representa¬ 
tive to give a fair idea of recent surgical opinion on 
it. They appear to be fairly unanimous in favour 
of surgical interference in most cases, excluding the 
idiotic, the microcephalic, the very passionate, and 
those subject to"frequent epileptic fits, or general 
rigidity. 

In my opinion treatment should be begun early, 
but should at first take the form of fixation in the 
corrected position by means of splints, gypsum 
bandages, or instruments. These should be per¬ 
sisted in for six months or a year, during which in 


a few cases the spasm may disappear, or diminish 
to such an extent as to render operation unnecessary, 
as in the following case. 

Case i. —Edith A—, set. 6 years; spastic para¬ 
plegia. No history was obtainable. The mental 
condition was not markedly abnormal. She had 
talipes equino-valgus of both feet and walked with 
a spastic gait. The spasm could be overcome and 
the feet dorsi-flexed by firm pressure. Right- 
angled splints were ordered for night wear and 
boots with steel uprights extending to the calves, 
and springs to dorsiflex the ankle for use in the 
daytime. Sixteen months later the entry runs: 
“ Walks better, falls less, but the gait is still jerky 
and slightly tottering. The left tendo Achillis is 
contracted.” No operation was performed, and in 
October, 1899, the note was: “She can dorsiflex 
both ankles voluntarily, the right the best.” The 
progress in this case was satisfactory and enough 
to contra-indicate operation. 

In one idiotic patient who was very fat and 
whose mental condition seemed to prohibit opera¬ 
tion a marked improvement followed the adminis¬ 
tration of thyroid extract and was maintained for 
nearly a year and as long as the patient attended 
the hospital. 

The following is typical of a class of case in 
which much benefit may be expected to follow 
operation : 

Case 2.—B. C. H—, set. 4 years; spastic para¬ 
plegia. First seen in September, 1906. History, 
labour at term normal. Walked at one year, 
talked at two years. On first walking said to have 
turned the left foot in ; afterwards walked on the 
toe. The mental condition is not much, if at all, 
below normal. The knee-jerks are lively. The 
lower limbs are equal in length and well-nourished. 
The right leg is very slightly affected. The left 
foot is in a position of equinus; it can be forcibly 
dorsiflexed to about a right angle. The upper 
extremities are normal. 

The left tendo Achillis was lengthened by 
Anderson’s method about one inch, and the leg 
and foot put up in gypsum in the corrected 
position. A month later, on removing the gypsum, 
there was no spasm. Two months after operation 
he walked well without spasm, but with a rather 
jerky gait. In this case tendon lengthening was 
preferred to simple tenotomy in order to avoid all 
risk of talipes calcaneus. 
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The next case, not a very satisfactory one, is 
cited as an instance of the varying conditions of 
the spasm. It was observed for seven years. 

Case 3.—Edward D—, set. 4 years; spastic 
paraplegia. He was born asphyxiated after delivery 
by forceps. The head was much squeezed. He 
talks, but is backwards in intelligence. There is 
some spasm of the adductors of the thighs. The 
limbs are equal in length. There is talipes 
equinus. He cannot walk. Right-angled splints 
were ordered for the feet and ankles. A year 
later he could walk with a stamping gait, putting 
his heels well on the floor and extending the 
knees well. A year later still there was no 
spasm, except of the adductors of the feet (tibials, 
etc.). Four months later, however, talipes equinus 
in one foot was so marked as to necessitate division 
of the tendo Achillis. Later one and a half inches 
of the adductors were removed in each thigh and 
the hamstrings divided. He left the hospital 
wearing instruments, but two years afterwards, 
although the right limb was in fair condition, the 
left was rotated inwards, the knee bent and the 
foot in the position of equinus again, so that 
operations on the hamstring and tendo Achillis were 
recommended again. 

The following case illustrates the greater difficulty 
of restoring function in the upper extremity as 
compared with the lower, although correction of 
deformity may be fairly easily procurable. 

Case 4.— Doris E—, aet. 5 years; spastic hemi¬ 
plegia with atrophy of the lower limb. A very bright 
and lively child. She was well till she was fourteen 
months old; she walked before that time. She then 
had a “ fit,” followed by unconsciousness and left 
hemiplegia. The left elbow is flexed arid the hand 
flexed and pronated. She cannot voluntarily 
extend the elbow or supinate or extend the wrist. 
There is spasm of the calf muscles and talipes 
equinus and the great toe is held in extension. 
The limb is half an inch shorter than its fellow. 
She walks well, however, with the heel on the 
ground. 

The pronator radii teres was exposed and one 
inch of its tendinous end was excised and the 
tendon of the flexor carpi radialis was divided at 
the wrist. The forearm and hand were then fixed 
in the corrected position. Six months later, in 
May, 1905, the left wrist, fingers and thumb were 
still contracted, and accordingly the tendons of the 
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palmaris longus, flexor carpi radialis, and the flexor 
sublimis digitorum were divided by open operation 
at the wrist and the tendon of the flexor carpi 
ulnaris was lengthened. In April, 1906, there was 
no grasp with the left hand, but very little deformity. 

The following ease exemplifies the good effect of 
the excision of tendon as compared with lengthen¬ 
ing: 

Case 5.—Rose F—, set. 20 years; spastic hemi¬ 
plegia. The condition was first noticed after 
pertussis, when the patient was set. 5 years. “ The 
left hand is pronated, and it cannot be supinated 
either voluntarily or passively. The left foot is in 
equino-varus.” The tendo Achillis was divided 
subcutaneously and a right-angled splint applied. 

In February, 1902, strong spasm of the left 
peroneus longus and contraction of the left knee 
were noted. In August, 1902, tendon transplanta¬ 
tion. The tendon of the peroneus longus was 
divided and its end attached to that of the entire 
tibialis posticus. In September considerable power 
of adduction of the foot was observed. The tendon 
of the flexor carpi radialis, which was apparently 
the main obstacle to supination of the wrist, was 
exposed and lengthened enough to allow of 
complete supination and the tendon of the 
palmaris longus was divided. Three weeks later 
the tendon of the biceps cruris was transferred to 
the front of knee, where it was sutured to the 
tendon of the quadriceps extensor. 

Six weeks later the knee was straight and there 
was slight power of extension of the leg. Flexion, 
extension, pronation, and supination of the wrist 
could be well performed voluntarily, but the tendon 
of the flexor carpi radialis still felt rather tight. 

A year later the wrist was again contracted, and 
accordingly a portion one and a half inches long 
of the tendon of the flexor carpi radialis was excised, 
including the site of the previous lengthening, which 
was scarcely recognisable. The tendon of the 
pulmaris longus was again divided. The result was 
excellent and seemed permanent nine years after 
this operation. 

Adductor spasm then gave trouble, and portions 
of these muscles were excised and the limb abducted 
with satisfactory results. She can now extend the 
left wrist and fingers well and supinate the hand 
almost normally. The grasp of the hand is strong 
and she walks fairly well. 

The following case is one which is published 
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more as a warning than as an example to be followed. 
The general condition was too severe for much to 
be hoped for from operation, but after some years 
of observation the writer yielded to the wishes of 
the friends that something more should be done. 
As far as regards the mechanical condition of the 
feet, the operation of arthrodesis was quite success¬ 
ful, but the disability higher up was a bar to 
progress. 

Case 6.—Lewis G. H—, ret. 4? years, spastic 
paraplegia. “ The condition is said to be congen¬ 
ital. There is talipes equinus of both feet, which 
is easily overcome, but the muscles all over the 
body become rigid upon a slight stimulus. There 
are signs of past rickets.” He was ordered walking 
apparatus extending from the feet to the pelvis. 
He did not walk properly in the instruments. 
Eight years later he could get about with the help 
of a chair, but there was strong spasm of the ham¬ 
strings and calf muscles and the adductors of the 
thighs. The feet were flat on forcible dorsi- 
flexion. He walked with a typical spastic gait 
without assistance. Over one inch of each tendo 
Achillis were removed and arthrodesis of the tibio- 
tarsal joints performed. Two mouths later portions 
one and a half inches long of the tendons of the 
biceps cruris, semi-tendinosus and semi-membran- 
osus were removed, and a little later portions of the 
spastic adductors of the thighs were excised and 
the limbs fixed in full abduction by means of 
gypsum bandages. Two months later, when the 
plaster was removed, the limbs were found to be 
stiff in the adducted position. Under an anaes¬ 
thetic they were moved forcibly. There was about 
io° of movement at the ankles. When the patient 
left the hospital, after a seven months 7 stay, his 
powers of locomotion were but little improved, and 
there was still a tendency to recontraction at the 
hips and knees, despite the free removal of muscles 
and tendons. 

In considering and estimating the value of the 
results which may be obtained, it should be borne 
in mind that, as already stated, a complete cure in 
the sense of restoration to the normal cannot be 
hoped for. Nevertheless, any improvement, how¬ 
ever small it may seem to onlookers, is to the 
patient and his or her friends worth having, espe¬ 
cially when it can be got without serious risk to life 
or limb and with little danger of making the condi¬ 
tion worse instead of better. While, therefore, in my 


opinion, some surgeons, notably in Germany, take 
much too favourable a view of the prognosis after 
operation, the gloomy views of a few surgeons, and 
particularly of the neurologists, are still less 
justifiable. 

In the lower extremity the functions to be per¬ 
formed are comparatively simple and do not involve 
any extremely delicate balance of muscular action, 
and there, therefore, we find, as we might expect, 
that the results of operative interference are better 
than in the forearm and hand. Beevor has shown 
how complex a seemingly simple movement of the 
hand may really be, and how very seldom, if ever, 
a single muscle may be said to act alone and un¬ 
aided by its neighbours. In the upper extremity 
we may succeed by division, excision, or transfer 
of tendons in abolishing the deformity, but if this 
was originally a complex one, in which many 
muscles were affected, it is not very likely that 
function will be restored to any great extent. 
Cases 4 and 5 are illustrative of negative and good 
i results, but even in the former the patient’s hand 
j was not less useful after the operation than before. 
Tenotomy, either subcutaneous or by the open 
method, is often enough in slight cases, and there 
is hardly any bad result which is liable to follow. 
In a few cases talipes calcaneus has been observed 
as a sequel, but if this is found to cause serious 
disability, arthrodesis of the ankle-joint can be per¬ 
formed and will give a firm and useful foot. Should 
recontraction follow on tenotomy, a portion of the 
offending tendon can be excised as in Case 5. 

Certain continental surgeons have vaunted the 
merits of tendon transplantation as almost a panacea 
in the treatment of deformities of all kinds, but in 
my experience the results of this procedure hardly 
justify the roseate tints with which they are often 
painted, for while there is no doubt that the trans¬ 
planted muscle may be shown to contract and to 
produce some feeble movements in its new position, 
the good effect is a negative one; that is to say it 
is due to the removal of the deforming muscle and 
its consequent inaction in its old position more 
than to any positive action in its new position. In 
spastic paralysis the non spastic muscle is not in¬ 
active—for instance, the quadriceps in the case of 
the knee—and were the hamstrings in their new 
role of extensors to act with anything like their 
former force the extensor action would be excessive. 
Their abolition as flexors is all that is necessary, 
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and I have, therefore, of late abandoned tendon j 
transplantation for spastic paralysis, and prefer in 
cases in which simple tenotomy is not enough to 
excise a portion of tendon or muscle. This 
proceeding, which has given such excellent results 
in the case of the adductors of the thigh, is simpler, 
takes less time, and involves less disturbance of the 
parts than transplantation. 

In some of the foregoing cases will be found 
examples of its usefulness in various parts of the 
body. If little has here been said of the physical re¬ 
education of the spastic child it is not because the 
writer does not consider it important, but because 
in hospital practice it is very difficult to carry it 
out. It involves the expenditure of much time, 
great perseverance, and special aptitude on the 
part of the teachers, and it is difficult even in an 
orthopaedic hospital to secure these desiderata. 
After months of sojourn in the wards where some 
systematic training can be attempted, the patient 
is seldom so fortunate as to have it continued by 
the friends, who either are not able to go on with it, 
or else think that with the discharge from hospital 
treatment should cease. Even with these imperfect 
arrangements, however, it is possible to do a good 
deal to lighten the burden of these distressing 
cases to the patients and their parents, but it is 
much to be desired that they should be systemati¬ 
cally and perseveringly treated in institutions where 
they might remain for years instead of months. 

You will see from the brief details of a few cases 
which I have read to you that the results of treat¬ 
ment have not been always great, and especially so 
in the very worst case-*. 

In those cases in which the spasm has abated 
after treatment, a marked improvement in mental 
condition has accompanied the abatement. It 
seems as if the constant receipt of stimuli by the 
cortical centres had a bad effect, and their cessation 
allowed of improvement in the mental condition. 
The improvement in facial expression is especially 
noticeable in the photographs of cases reproduced 
in Foerster’s paper in the ‘Proceedings of the 
Royal Society of Medicine/ which, as some of you 
may not have seen it, I will hand round. 

This mental improvement has been noted by ! 
many surgeons, after various procedures, which 
have caused cessation or abatement of spasm. 

To Professor Otfried Foerster, of the University of 
Breslau in Silesia, we owe the latest advance in 


treatment by the division of the posterior nerve- 
roots of certain segments in the spinal cord. This 
operation was first performed by Sir William Bennett 
and by Abbe in 1888 for severe and persistent 
pain, and in 1908 Foerster applied it to the treat¬ 
ment of gastric crises in tabetics, etc., arguing that 
an interruption on the reflex circle would stop the 
crises. Later on he still further extended the scope 
of the operation by resecting lumbar and sacral 
nerve-roots for spasm. 

The effect of such section is of course to prevent 
the sensory afferent impulses from reaching the 
centres in the cord and brain. For pain, for which 
this operation was first introduced, it is not a great 
success. It is more successful for gastric crises of 
chronic disease of the spinal cord, and still more 
useful for spastic paralysis. Its rationale is based 
on the theory that the spasm is caused by the con¬ 
stant irritation of the motor centres by sensory 
stimuli which reach them through the posterior 
roots of the spinal nerves and which stimuli are 
free from the normal inhibition. A section of the 
roots cuts off these stimuli and allays spasm, but 
allows voluntary movement in those cases—the 
majority—in which the fibres carrying the motor 
impulses are still fairly intact. 

Foerster does not divide all the roots connected 
with the spastic muscle groups, but leaves some 
intact so as not entirely to abolish sensation. For 
instance, alternate roots may be divided such as 
I the second, third, fifth lumbar and second sacral, 

| leaving the first, fourth lumbar and first sacral intact. 

The operation consists of a laminectomy and 
opening of the dura mater, and resection of the 
selected roots. 

On the continent it is generally divided into two 
stages, but Mr. Hey Groves, who has performed it 
several times in England, is probably right in pre¬ 
ferring to operate at one sitting. By a free use 
of adrenalin he has minimised bleeding and shock. 

Gulecke does not open the dura mater, but 
divides roots outside it. The operation is one of 
some difficulty, especially in the lumbar region, and 
it is not easy to tell which are the roots which it is 
1 intended to divide. 

Foerster last year reported operations on 80 cases 
of spastic paralysis of various kinds with 9 deaths. 
Of these 51 were cases of Little’s disease, of whom 
5 died, 1 was not benefited, and 45 were successful, 
some of them remarkably so, as the pictures in the 
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Royal Society of Medicine’s ‘ Proceedings ’ show. 
Altogether I have found details of some 9 of Foerster 
and Kuttner’s cases. It would be interesting to 
know the details of the other 35. 

In hemiplegia and spastic paralysis of the upper 
extremity the results are not so favourable. Partly 
because the functions of the hand are far more 
delicate than those of the foot, and partly because 
more often in the upper extremity there is a com¬ 
plete interruption of the paths for voluntary impulses. 
In such a case of course the operation is useless. 

Foerster only advises division of the posterior 
roots in cases of extreme spasticity which are 
unamenable to all other methods. One of Kuttner’s 
successful cases was a boy, set. 8 years, with 
incontinence of urine and faeces and an idiotic 
expression. 

Finally Foerster, Kuttner, and nearly all other 
writers insist on the importance of orthopaedic after- 
treatment and re-education of muscles. 

In this country and America a few cases of the 
operation have been recorded. In France it has 
not been very favourably looked upon. 

To sum up : All cases of infantile spastic paralysis 
except the hopelessly idiotic are amenable to 
surgical treatment. 

This in the first place should consist of tenotomy 
or tenectomy and the application of splints, or 
plaster-of-Paris. Accompanying and following this 
the assiduous and patient training of the child is 
indispensable. Retaining apparatus can be worn 
at night, and in those cases able to walk ambulatory 
instruments by day. 

The method of alcohol injection may be given a 
trial, but in very severe cases which do not improve 
under other treatment Foerster’s operation is 
indicated. It should not be performed indiscrimi¬ 
nately, but only after careful study of the conditions 
of the individual case. If paralysis of voluntary 
impulses is complete, operation is useless. As 
Foerster suggests, this aspect of the case can be 
studied under spinal anaesthesia. The action of 
stovaine on the spinal cord stops the spasm, and 
allows what voluntary power remains to show itself. 
Athetosis is a contra-indication because it connotes 
profound degeneration in the brain centres. 

August 12 th y 1912. 


We have received from Messrs. Sherratt and 
Hughes a copy of c Diseases of the Nervous 
System,’ by Judson S. Bury, M.D., F.R.C.P., 
B.Sc. This excellent work contains nine plates 
and 216 illustrations, and practitioners will find it 
an exceedingly useful book of reference. The 
author states in his preface that he has adopted, 
as far as is practicable, a clinical classification of 
nervous diseases, an arrangement which he has 
found to be the most useful to the student. In 
a class which he had conducted at the Manchester 
Royal Infirmary for the last twenty years, a 
description of the chief neuronic systems was 
followed by the bringing forward of cases illus 
trating the various forms of paralysis and of other 
symptoms in relation to lesions of the corresponding 
neurons. In that way the student obtained a grasp 
of the principles of anatomical diagnosis, and was 
soon willing to admit that the investigation of 
diseases of the nervous system was less terrible 
than he previously supposed. The student, having 
examined a number of cases mainly with the object 
of becoming efficient in the anatomical or regional 
diagnosis of nervous diseases, was then prepared 
to grasp the significance of the grouping of sym¬ 
ptoms, and to investigate the history of the case, 
especially as regards the influences of heredity and 
environment, and the order in which the symptoms 
developed ; he thus obtained information which 
enabled him to form an opinion as to the nature 
of the lesion, and he gradually acquired skill in 
solving the frequently complicated problem of 
pathological diagnosis. In teaching, the author 
says that he always avoided the use of the terms 
“organic” and “ functional,” and these words are 
rarely mentioned in this book. Whether it is true or 
not that definite, though to our present methods in 
visible, lesions underlie all “ functional disorders,” 
it is certainly important that the student should 
be instructed to investigate such disorders in pre¬ 
cisely the same way as he proceeds to investigate 
the “organic diseases.” The anaesthesia, the 
spasm, the paralysis or the contracted visual field 
which may be met with in a case of hysteria must 
be allocated so far as he is able to a particular 
part of the nervous system before he proceeds to 
consider the nature of the disturbance, whether 
chemical, vascular or other, which is interfering 
with the functions of the affected part. 

A large number of illustrations in the book are 
from photographs of patients who have been under 
I)r. Judson Bury’s care. 
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CLINICAL LECTURE 

ON 

SOME CASES OF ENLARGED 
SPLEEN. 

Delivered at St. Mary’s Hospital Out-patient Department. 

By W. H. WILLCOX, M.D., F.R.C.P., 
Physician to Out-patients, St Mary’s Hospital. 


Patients with enlarged spleen may seek medical 
treatment on account of grave illness, the enlarge¬ 
ment of the spleen being discovered on making the 
physical examination of the patient. 

In other cases the patient 1.1 a complain of 
abdominal discomfort and of the presence of 
swelling, or a lump in the abdomen. 

In many cases there may be very few symptoms 
of which the patient complains, for example often 
the patient suffersfrom some symptoms of dyspepsia 
and seeks advice for this, and the splenic tumour is 
discovered on making the abdominal examination. 

In not a few cases patients have enlarged spleen 
and suffer from no symptoms at all in consequence. 

It cannot be too strongly insisted upon that when 
ever a patient seeks medical treatment for the first 
time a complete physical examination should always 
be made, for it is only by adhering to this rule 
that grave pathological conditions will not be over¬ 
looked. 

When an abdominal tumour is discovered it 
must first of all be decided whether this really is an 
enlarged spleen. 

As a rule there is no difficulty in forming an 
opinion on this point, but a careful and thorough 
examination is always necessary or mistakes will be 
made. 

The normal spleen, it will be remembered, lies 
over the eighth, ninth, tenth and eleventh ribs on 
the left side, and its long axis is approximately 
parallel to the course of the ribs. 

Posteriorly the spleen reaches within 1 i in. of the 
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middle line, and its posterior end lies opposite the 
ninth dorsal spine. Anteriorly the normal spleen 
reaches to the mid-axillary line. 

The normal spleen lies above the subcostal 
margin. It cannot be felt by palpation. 

When the spleen enlarges the splenic tumour 
extends downwards, forwards and inwards, and it 
emerges from beneath the left subcostal border, so 
that now it is easily felt by palpation. 

The best method of palpating for the enlarged 
spleen is by standing on the left side of the patient, 
who is in the supine position. The left hand 
should be placed posteriorly to the lower ribs, and 
the right hand should be placed flat on the abdomen j 
in the left hypochondriac and umbilical regions. i 

If the patient is told to breathe deeplyan enlarged 
spleen will usually be felt quite easily ; it descends 
with respiration and its edge comes in contact with 1 
the fingers of the right hand, and can be easily i 
felt through the abdominal wall. Pressure with the 
left hand tilts the spleen forwards, and makes it 
easily palpable. One should avoid digging in the 
fingers of the right hand, since this is apt to cause 
the abdominal muscles to become rigid, which 
prevents the proper palpation of the organ. 

An enlarged spleen gives a firm, solid feeling to 
the palpating fingers. It is felt to move freely with 
respiration. The edge is somewhat sharp and the 
border is felt to be irregular owing to the presence 
of one or more notches. 

Percussion over the palpated tumour shows 
dulness, and the dulness extends upwards over the 
lower left ribs posteriorly. 

If the patient is made to lie on the right side it 
will be found that posteriorly to the dull area in 
the abdomen some resonance can be elicited. The 
above points serve to distinguish an enlarged left 
kidney, which sometimes raises difficulty in diag¬ 
nosis. 

Having decided that an enlarged spleen is 
present it will be well to consider the Causes of 
Splenic Enlargement, they are : 

Idiopathic Enlargement of Spleen without 
any symptoms. 

Movable Spleen, where the spleen is easily 
felt, and may not be much enlarged. 

Vascular Conditions giving rise to enlarged j 
spleen, such as infarcts or emboli with possibly 
splenic abscesses ; thrombosis or pressure on the 
splenic vein, passive congestion. 


Bacterial Infections, such as typhoid fever, 
i typhus fever, Malta fever, glanders, septicaemia and 
I pyaemia, anthrax, tubercle, syphilis, etc. 

, Parasitic Infections, such as malaria, kala- 
azar, sleeping-sickness, etc. 

Cirrhosis of Liver, e. g. atrophic cirrhosis 
(alcoholic), hypertrophic cirrhosis, syphilitic cirr¬ 
hosis. 

Rickets : Peri-splenitis ; amyloid disease. 

I Blood Diseases, e. g. leukaemia, spleno-medul- 
j lary and lymphatic. Splenic anaemia, in which 
is included Banti’s disease ; lymphadenoma or 
I Hodgkin’s disease; pernicious anaemia : poiycyth- 
aemia with enlarged spleen ; purpura haemorrhagica. 

New Growth of Spleen, e.g. endothelioma, 
etc. 

Traumatic'Lesions of Spleen. 

Many of the above causes of enlargement of the 
spleen will be understood when it is remembered 
that two of the most important functions of the 
spleen are : 

(1) The relation of the spleen to blood-cell forma¬ 
tion and the destruction of red blood-corpuscle. 
(2) The property the spleen has of filtering out 
bacteria and parasites from the circulating blood. 

In examining a case of enlarged spleen all the 
possible causes must be borne in mind, since it 
I is only by doing so that the clinical examination 
| will be directed upon the right lines, and that it 
| will enable one to arrive at a correct diagnosis. 

■ The history of the case should be carefully gone 
| into. The circulatory, abdominal, lymphatic and 
1 respiratory systems should be carefully examined. 

The urine should be examined. The blood 
j should be examined for the presence of blood 
| diseases, or of blood parasites. In cases of acute 
! febrile diseases such as typhoid, Malta fever, 

J glanders, etc., a Widal reaction should be carried 
out or a blood culture made. In cases of chronic 
f enlargement where syphilis may be a cause care- 
I ful examination should be made for other signs of 
| syphilis and a Wassermann reaction should be done. 

We will review briefly the different types of splenic 
enlargement and pay special attention to the 
clinical cases under consideration. 

“ Idiopathic enlargement of the spleen:' —An 
enlarged spleen is present in some people without 
any clinical symptoms whatever. This is probably 
due to some form of fibrosis and it requires no 
treatment. 
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"A movable spleen ” usually gives no symptoms. 
Rarely due to torsion of its pedicle, it may give 
rise to acute abdominal symptoms needing opera¬ 
tion and possibly removal. 

“Vascular conditions giving rise to enlarged 
spleen .”—Infarcts and emboli are usually associated 
with morbus cordis. Infective endocarditis is 
especially likely to be associated with splenic infarc- j 
tion, the patient being liable to sudden attacks of 
pain on the left side with tenderness over the | 
enlarged spleen and peri-splenitis. , 

Splenic infarcts may occur in septicaemia and j 
pyaemia without the presence of morbus cordis. j 
“ Thrombosis or pressure on the splenic vein ” will | 
give rise to splenic enlargement. In one recent | 
case in the hospital the patient was admitted for t 
jaundice and enlarged spleen ; both of these con- | 
ditions were found at operation to be due to inflam- j 
mation round a duodenal ulcer which had caused 
pressure on the common bile-duct and splenic | 
vein and chronic pancreatitis. 

“ Passive congestion of the spleen ” from back- 
working in the majority of cases does not give rise I 
to any enlargement. 

“ Bacterial Infections, whether Acute or 
Chronic,” are very liable to give rise to splenic I 
enlargement. In the case of typhoid or typhus j 
fever, malta fever, glanders, anthrax, etc., the patient I 
will be suffering from the typical symptoms ' 
associated with his acute disease, and these render | 
the diagnosis obvious. 

In the case of septicaemia or pyaemia associated | 
with enlarged spleen, careful examination should be | 
made for the primary forms of the infection, and it 
must be remembered that not infrequently abortion 
may be the source of the primary infection. j 

“In tuberculosis .”—Splenic enlargement may be 
found in miliary tuberculosis when the patient is | 
very ill, and has evidence of acute tuberculosis in j 
other organs. In chronic tuberculosis with enlarged j 
spleen there will often be found evidence of 

1 ... I 

abominal tuberculosis, e. g. tubercular peritonitis, 
etc. | 

“In Syphilis.” —Enlargement of spleen may I 
occur in congenital syphilis. In acquired syphilis , 
splenicenlargement may be the result of a gumma ' 
or of a diffuse cirrhosis or of perisplenitis. Usually j 
other evidence of syphilis is obtained from the 
history, clinical examination and Wassermann tests. | 
“Parasitic Infections.” —Malaria is commonly I 


associated with enlarged spleen. There will be 
the history of malarial attacks, and residence abroad. 
If a blood-film can be examined during a febrile 
attack all doubt as to the diagnosis can at once be 
set at rest. 

“Kata azar or tropical splenomegaly ” is charac¬ 
terised by enlarged spleen, anaemia, and irregular 
remittent fever. There will be a history of residence 
in a tropical country. The parasite can be obtained 
by splenic puncture and examination of smears of 
the spleen juice. 

“ Sleeping-sickness or trypanosomiasis ” has charac¬ 
teristic symptoms and history. An examination of 
blood films shows the parasite causing the disease. 

“ Cirrhosis of liver.” —In atrophic alcoholic 
cirrhosis it is usual for splenic enlargement to be 
present, but the hepatic symptoms are the predomi¬ 
nant feature of the condition. 

In “ hypertrophic cirrhosis of the liver” the charac¬ 
teristic features are very enlarged liver and persistent 
jaundice. In this condition there is usually marked 
enlargement of the spleen. 

In “ syphilitic cirrhosis of the liver” the spleen 
is almost always affected, and there is marked 
splenic enlargement present. 

In “Rickets” there is frequently marked 
enlargement of the spleen. These cases occur in 
children presenting marked evidence of the other 
typical signs of rickets. 

“Perisplenitis ” may result from an inflammatory 
condition of the spleen, or it may arise from some 
inflammatory condition in the neighbourhood of 
the spleen, e.g. from the inflammation round a 
gastric ulcer. 

There will be signs of local peritonitis in the 
neighbourhood of the spleen which often prevents 
the typical characteristics of a splenic tumour from 
being made out. 

“Amyloid disease.” —This is fortunately a very 
rare condition at the present day. 

The patient will usually have either some long¬ 
standing focus of suppuration, or signs of chronic 
tuberculosis or syphilis. 

There is in addition, anaemia, marked enlarge¬ 
ment of the liver and spleen, and a considerable 
amount of albumen in the urine. 

“Blood Diseases.” 

u Lcuk(emia.” —In the spleno-medullary form of 
leukaemia there is marked enlargement of the 
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spleen, the organ often reaching to the umbilicus 
before medical treatment is commenced. 

The onset of the disease is insidious; at first the 
patient may only notice a feeling of weakness and 
dyspnoea on exertion, or some dyspeptic symptoms. 
Anaemia may be absent. When the spleen becomes 
markedly enlarged abdominal discomfort results 
and pain may occur in the splenic region. Haemor¬ 
rhages may occur such as purpura, epistaxis or 
haematemesis. In the later stages ascites and chronic 
peritonitis are likely to develop. An examination 
of the blood will at once make the diagnosis 
certain. 

A marked increase in the white corpuscles is 
present and the count may reach as high as 300,000 
per cubic millimetre. A considerable proportion 
of the white corpuscles will consist of myelocytes, 
i. e, large mononuclear leucocytes with neutrophile 
granules; also there are usually present polynuclear 
cells with basophile granules (mast-cells). 

The red corpuscles are usually diminished in 
number, and a considerable number of nucleated 
red cells of normal size are present. 

In the “lymphaticform of leukaemia” the symp¬ 
toms are usually of a much more acute type, the 
patient having marked anaemia, dyspnoea and 
pyrexia. Extensive haemorrhages, such as epistaxis, 
purpura and bleeding from the mucous membrane 
are common. These cases often run a rapid course, 
proving fatal in a few weeks. The spleen is usually 
enlarged, but not to nearly the same extent as in 
the spleno-medullary form. 

A characteristic feature of this form of leukaemia 
is the marked enlargement of lymphatic glands. A 
blood examination usually shows a marked increase 
in the number of white cells, but the increase is not 
so great as in spleno-medullary leukaemia. 

The white cells show a marked increase in the 
proportion of lymphocytes, the other cells being 
relatively diminished. Myelocytes are not present. 

It must be remembered that occasionally cases 
of lymphatic leukaemia show very slight or no 
increase in the total number of white corpuscles 
per c.mm., but in these cases there is always a 
large proportionate increase in the lymphocytes. 

The prognosis in lymphatic leukaemia is very 
bad. 

A rare form of lymphatic leukaemia is asso¬ 
ciated with tumour-like hyperplasia of the bone- 
marrow and growths of the bones of the head and 


orbit. This form is known as chlorotna . Two 
cases have recently been under my care. They 
both proved rapidly fatal and made no improve¬ 
ment under treatment. 

Splenic ancemia .— This term is applied to cases 
of anaemia associated with marked enlargement of 
the spleen, there being no enlargement of lym¬ 
phatic glands and no characteristic blood changes. 
The red blood-cells show signs similar to those 
in secondary anaemia. 

The white cells are usually diminished in amount, 
but their relative proportions show no marked 
alteration. 

One type of splenic anaemia in which ascites 
and jaundice develops in the late stages is known 
as Banti's disease . This disease usually has 
symptoms of nausea, vomiting, and haematemesis, 
and the clinical picture resembles that of cirrhosis 
of the liver. 

“ Lymphadenoma” is characterised by marked en¬ 
largement of the lymphatic glands in certain parts 
of the body. The spleen is enlarged in some 
cases, particularly those in which the abdominal 
lymphatic glands are involved. The blood shows 
no marked changes beyond those of secondary 
anaemia. 

Pernicious anoemia is indicated by the usual 
marked symptoms and characteristic blood changes. 
Enlargement of the spleen is not by any means a 
constant feature, but it occurs in a certain propor¬ 
tion of cases. 

“ Polycythccmia 7 vith enlarged spleen." —This 
disease (sometimes known as Osier's disease) is 
characterised by cyanosis and indefinite symptoms, 
such as headache, giddiness, constipation. The 
spleen is enlarged, and the blood-count shows a 
great increase in the number of red corpuscles pei 
cubic millimetre, the amount sometimes reaching 
double the normal. 

“Purpura /hemorrhagica ” is an acute disease 
associated with wide-spread haemorrhage into the 
skin and from almost all the mucous membranes. 
It is commonly associated with splenic enlarge¬ 
ment. 

“ New growths of the spleen ” are so very rare 
that they need no description. 

The following cases have recently been under 
my care in the wards and out-patient department 
of the hospital, and their history and clinical e\a- 
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mination will serve to illustrate the general remarks 
of the lecture. 

Case i. —A. B—,male, aet. 28years. The patient 
was admitted to hospital on April 6th, 1912, 
suffering from a severe attack of haematemesis and 
melaena. He was in a condition of collapse and 
marked anaemia. The patient said that during the 
last three years he had had seven similar attacks of 
haematemesis. After recovery from these attacks 
the patient had felt well except for some dyspnoea 
on exertion and general weakness. 

No pain or sickness after food were present. 
The patient was sent to the hospital for surgical 
treatment, it being thought that the symptoms 
might be due to duodenal ulcer. On making an 
abdominal examination it was at once discovered 
that there was marked enlargement of the spleen, 
■the organ reaching within two inches of the um¬ 
bilicus. The patient had the symptoms and signs 
of severe anaemia. 

The blood on examination showed signs of 
secondary anaemia. There was a diminution in the 
number of white cells, there being only 5000 per 
cubic millimetre. No myelocytes were present. 

The gastric contents were examined after a test- 
meal and were found to be normal. The diagnosis 
formed was that of splenic anaemia. 

The patient has been treated with liquor arseni- 
calis vj and ammonium citrate of iron gr. v in a 
mixture three times daily. 

During the past six weeks an application of 
X rays has been given over the spleen every eight 
days by Dr. Harrison Orton. 

To-day the patient appears perfectly well, but 
abdominal examination shows that there is still 
considerable enlargement of the spleen present. 

It is proposed to continue the treatment for 
some months, and there is reason to hope that the 
marked improvement will continue. 

The question of excision of the spleen might be 
raised in this case. 

The mortality from the operation has been 
upwards of 20 per cent, in similar cases. I have 
advised against splenectomy in this case and look 
for further improvement under medical treatment. 

Cases of this kind, if they do not improve, are 
likely ultimately to develop ascites and jaundice, 
and they take on the clinical picture of cirrhosis 
of the liver and spleen. At this stage the cases 
have been designated “ Band’s disease." 


Case 2.— C. D—, female, aet. 14. The patient 
four years ago suffered from headaches and swelling 
of the abdomen; soon afterwards she developed 
jaundice. On four occasions paracentesis abdo¬ 
minis has been performed. The patient has 
suffered from nose-bleeding occasionally during 
her illness. There have been several attacks ot 
diarrhoea. On examination it will be seen that 
definite jaundice is present; also there is marked 
enlargement of the spleen, the organ reaching to 
the umbilical level. Dilated veins are present on 
the abdomen, extending upwards over the chest, 
the current of blood being directed upwards. 

Some ascites is present, there being a well- 
marked fluid thrill. 

It was thought that this case might be one of 
congenital syphilis with enlarged spleen, but no 
clinical signs of this disease were found, and the 
Wassermann test of the blood for syphilis proved 
negative. 

The blood has also been examined for signs of 
tuberculosis, but the opsonic index has been 
found to be normal. Examination of the blood 
shows—red blood-cells 3,000,000 per c.mm., 
white cells 1000 per c.mm., no abnormal change 
in the individual character of the corpuscles being 
present. 

This case must be regarded as one of splenic 
anaemia, and the clinical picture would correspond 
to the type known as “ Band’s disease.” 

The patient is being treated with a mixture con¬ 
taining liquor arsenicalis v\\v and ferri et ammon. 
cit. gr. v three times daily; also X-ray applications 
over the spleen are given every ten days. The 
patient is steadily improving. 

Case 3. — E—, male, aet. 36 years. Patient was 
first seen on April 20th, 1910. There was a 
history of three attacks of sickness during the last 
six months, but otherwise the patient had felt well. 
During the preceding month the patient had felt a 
little below par and had had slight dyspnoea 
on exertion. Patient appeared to be in good 
health. 

On examination the spleen was found to be 
greatly enlarged, reaching four inches below the left 
subcostal border. 

A blood examination showed that the white 
corpuscles numbered 175,000 per c.mm., about 20 
per cent, of myelocytes being present. The case 
was obviously one of spleno-medullary leukaemia. 
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The special interest of this is the result of active 
treatment. 

The treatment was based on the assumption 
that the disease was due to a bacterial infection. ; 

All teeth showing any suspicion of caries were ! 
removed. j 

The patient was given arsenic by the mouth, liq. j 
arsenici hydrochlor. lT\v being given three times 
daily in a mixture. Intestinal antiseptics such as 
bismuth, salicylate, / 3 -naphthol. cyllin and naph¬ 
thalene were given respectively; it was found that 
better results w’ere obtained by changing them 
from time to time, the stools thereby being less 
offensive. 

X-ray applications over the spleen were given ■ 
every ten days by Dr. Harrison Orton, this interval j 
being found to give the best results. 

On October 27th, 1910, the patient was practi¬ 
cally well. The spleen had very much diminished 
in size and reached only just below the left sub¬ 
costal border. The white corpuscles now only 
numbered 17,000 per c.mm. The patient had gone 
up in weight and was able to do full active work. 

The patient has continued treatment on the 
above lines, and at the present time is in good 
health and able to do full active work. 

It must be admitted that in cases of this kind 
there is a great tendency to relapse and a cure 
cannot be ensured. 

There is no doubt, however, that very great and 
prolonged improvement results under the treatment 
advocated. 

Case 4.—F. G—, male, tet. 45 years, was 
admitted to hospital on May 20th, 1912. For the 
past year patient has had occasional attacks of 
dyspepsia, and during the past six months he has j 
suffered from weakness and some dyspnoea on ; 
exertion. He has had occasional epistaxis and 
bleeding from the gums. There has been abdo¬ 
minal fulness and discomfort. On examination 
the patient appeared anaemic and a very enlarged 
spleen was found present reaching to the umbilical | 
level. 

A blood examination showed 150,000 white j 
corpuscles per c.mm., about 20 per cent, of ; 
these being myelocytes. The red-cells numbered j 
2,600,000 per c.mm., and nucleated red-cells were l 
present. ! 

The patient was treated exactly on the lines of 
Case 3. 


Arsenic was given by the mouth (liquor arseni- 
calis n\v t.d.s.), also sodium cacaodylate gr. i in 
li\x of water was given hypodermically daily. 
Intestinal antiseptics were given, and the patient 
was given plenty of nourishing food and also 
haemoglobin. 

After four weeks’ treatment the white blood- 
cells were reduced to 35,000 per c.mm and the red 
blood-cells had risen to 4,300,000 per c.mm. 

The spleen had diminished in size, and the 
patient was very much better in every way. 

The patient is now attending the out-patient 
department and continuing his treatment. He is 
able to perform light work, and there is reason to 
believe that with a continuance of the treatment 
his great improvement will be maintained. 

August igth, 1912. 


Rupture of Kidney in Children.— Attention 
is called by Gibson to the fact that rupture of the 
kidney in children is probably commoner than 
generally estimated ; that the lesion is frequently 
severe, consisting of complete division of the kidney 
into unequal halves; that shock and other symptoms 
may be slight and out of proportion to the gravity 
of the lesion ; that operative interference should 
be more freely employed and gives good results. 
Gibson would refrain from immediate operation in 
(a) all milder cases, presenting no one symptom of 
any severity and giving a history of injury which 
is presumably of no great violence ; (/>) cases of 
generalised injury with very bad general condition 
and absence of urgent kidney symptoms. For the 
latter class he would urge an exploratory operation 
with an appreciable increase of any or all symp¬ 
toms at an early date. Operation in some form is 
indicated for all milder cases that show a tendency 
to increase their symptoms and for all other cases, 
barring those falling in class (l>). Gibson’slatlitude 
in the border-line cases would be, when in doubt 
operate, believing that by such a routine measure 
we will not let some seemingly mild case slip 
through our lingers. As regards the time of opera¬ 
tion, in general one should operate as early as 
possible, but if the main symptom is not that of an 
increasing anaemia, one might occasionally give the 
patient a few hours to pull himself together, though 
such a delay should not be entertained if there are 
associated intra peritoneal injuries calling for prompt 
relief.— Journ, A.Af.A ., vol. lix, No. 2. 
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THE ELECTRO CARDIOGRAM IN 
COMPLETE HEART-BLOCK. 

By C. C. GIBBES, M.D.Aberd., M.R.C.P., 
Physician to the National Hospital for Diseases 
of the Heart ; and 

J. F. HALLS DALLY, M.A., M.D.Cantab., 
M.R.C.P., 

Senior Assistant Physician to the National Hospital for 
Diseases of the Heart. 

Already in the field of clinical medicine electro¬ 
cardiography has come to prove of great and 
increasing service, and in doubtful cases careful 
study of electro-cardiographic records often enables 
us to arrive at a correct diagnosis. 

In the present paper we propose to consider the 
application of this modern method to two cases of 
complete heart-block, each of which presented the 
phenomena to which the term of Adam Stokes’ 
syndrome has been applied. Before detailing the 
history of these cases, however, for the benefit of 
those to whom electro-cardiography is unfamiliar, it 
may be serviceable briefly to indicate the main 
principles of the method. 

It has long been known that in any part of the body 
which is the seat of active processes, differences in 
electrical potential are set up which give rise to the 
passage of a “ current of action ” from a point at a 
higher to one at a lower potential. In the heart, 
where the portion in which contraction is going 
on becomes electro-negative to other portions which 
are at rest, such changes occur. 

In 1889 Professor A. I). Waller first showed the 
possibility of measuring these action currents by j 
leading off wires from electrodes placed upon the ; 
moistened skin to a capillary electrometer, and 
four years later Professor Willem Einthoven of Ley¬ 
den invented that beautiful and exceedingly sensitive 
instrument, the string-galvanometer, which is to the 
capillary electrometer as the high power lens of a 
microscope is to the low-power objective. In 
the investigation of cases of suspected partial or com¬ 
plete heart block, the string galvanometer gives at 
once the most delicate and the most accurate 
results, since by its use one is able to record and 
measure with exactitude the several contractions of 
auricle and ventricle and to determine what rela¬ 
tion, if any, these bear to one another in point of 


Case i. —The first case is that of a gentleman, 
set. 64 years, a private patient of Dr. Gibbes’. 

Previous history .—When one year old this patient 
was taken to Canada and in 1855 returned to 
school in England. From 1863 to 1867 he served 
as midshipman and sub lieutenant in the Royal 
Navy, these occupations involving considerable 
strain on heart and lungs in running from the 
I “gun-room ” (right aft on lower deck) to the fore 
| top mast head every time the hands were called up 
for exercise aloft. From 1870 to 1876 he was 
engaged in outdoor pioneer work in Canada. 
From 1877 to 1908 he lived in Toronto, being 
occupied in sedentary work, studying law and 
being called to the Bar. In January, 1909, in 
consequence of repeated attacks of syncope, he 
had to relinquish active practice in law, went to 
Bermuda for four months, and since then has 
resided in England. 

Past illnesses .—The patient has had the usual 
childish complaints. Between the ages of thirteen 
and twenty, i. e. from 1861 to 1868, he was subject 
to “gouty” eczema of the hands, and from -time 
to time throughout life to patchy alopecia of 
the scalp. In 1864 he had a serious illness of 
unknown nature “following a chill.” In 1865 a 
severe blow on the head caused concussion and 
partial loss of vision in the left eye. In 1871 the 
patient contracted scurvy owing to lack of fresh 
provisions. From 1877 to 1909 he suffered inter¬ 
mittently from severe headaches. In 1S82 a calculus 
from the left kidney passed down to the bladder 
and was voided per urethram. In 1896 he had a 
first attack of asthma, which was severe and accom¬ 
panied by bronchitis, and again suffered from 
eczema of hands and feet with alopecia of scalp. 
Since April, 1909, except for short intervals, has 
suffered so considerably frdm chronic bronchitis and 
asthma as to be quite unable to get about in an 
ordinary way. Since 1877 he has been a total 
abstainer from alcohol, and was a moderate smoker 
| from 1877 till 1906, when he gave up smoking 
because of the depression which immediately 
followed the use of tobacco. He states that he 
has never had syphilis, and a Wassermann reaction 
I in May, 1912, proved negative. 

! Description of attacks .—These began in Feb- 
| ruary, 1907. The onset in each case was sudden, 
attended by feelings of palpitation and giddiness, 


time. 


the latter usually merging into complete uncon- 
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sciousness, accompanied by slowing and irregularity 
of the radial pulse. The face, pallid at the 
beginning, in from twenty to thirty seconds became 
suffused. Subsequent to the seizure normal con¬ 
ditions were at once resumed. As evidence of 
this the patient states that the best round of nine 
holes at golf which he ever played was interrupted 
in the middle by a syncopal seizure, the remaining 
holes being then played in scores of four or five 
strokes each. The number of syncopal attacks is 
as follows : 

In 1907, 5 attacks, after which the pulse-rate 
became normal till March, 1908. 

In 1908, 26 attacks, the pulse-rate from then 
onwards until September, 1908, alternating between 
35 to 40 and 76. 

In 1909, 27 attacks, nine of these occurring 
during May, and being “particularly severe.” 

In 1910, 2 attacks during March, since when 
syncopal seizures have been entirely absent, and 
the pulse-rate never faster than from 35 to 40 per 
minute. 

In* April, 1909, potassium iodide was prescribed 
by a physician, and this increased the number and 
severity of the attacks, which diminished when 
the medicine was discontinued. 

In June, 1910, the patient saw another doctor, 
who found the systolic blood-pressure (Riva-Rocci) 
to be over 200 mm. Hg., together with much 
dyspnoea and considerable arterio-sclerosis. 

In June, 1911, he had bronchitis and asthma 
very badly, but was relieved on taking a “ French 
prescription.” In the same month he was treated 
at Buxton, where he had two radium baths. These, 
with three or four glasses of radium water per diem, 
reduced the blood-pressure enormously, but he 
felt worse all the time he was there. 

Condition on examination. —(March 16th, 1912.) 
Palpitation on excitement ; dyspnoea frequent and 
marked. Pain, sharp and spasmodic, down the left 
side of the sternum, increased on exposure to cold air 
and causing irregularity of the heart's action. 
Cough considerable: expectoration profuse; tongue 
white, bowels constipated, appetite fair, flatulence 
excessive, vertigo occasionally ; sleep usually 
broken; headache occasionally but not to any 
extent; tinnitus aurium absent. 

Blood-pressure: Riva-Rocci 170mm. Hg. sys¬ 
tolic ; Pachon 240 mm. Hg. systolic, no mm. Hg. 
diastolic. 


Heart- and pulse-rate, 40 per minute. 

The patient is a man of medium height and 
heavy build. In the jugular veins a double wave is 
visible, the second impulse being synchronous with 
the, apex-beat. The apex-beat is not palpable ; 
the heart-sounds are distant, and best heard in the 
fifth left space in the nipple line. There is no 
enlargement of the heart to the right, but on the 
left there is a moderate degree of left ventricular 
hypertrophy. No added sounds or murmurs are 
present at the apex or pulmonary base. The 
sounds are faint all over the cardiac area, and at 
the aortic base the second sound is absent. The 
liver dulness is diminished. The lungs are resonant 
all over* with hyper-resonance in patches. There 
are no crepitations, riles or rhonchi; at the bases 
posteriorly the air entry is very feeble, with pro¬ 
longed expiration. 

Case 2 is that of a house-painter and decorator, 
aet. 64 years, who attended the National Hospital 
for Diseases of the Heart as an out-patient 
under the care of Dr. Halls Dally on May 5th, 
1911 • 

Previous history .—Apart from smallpox at the 
age of nineteen there was no history of any acute 
infection. He had never suffered from lead 
poisoning, and denied syphilis and gonorrhoea. 
He was a moderate smoker and drinker. 

He had been twice married; his first wife was 
healthy, and had no children and no miscarriages. 
He had only recently married again. 

Description of attacks .—Twelve months prior to 
examination the patient began to feel a departure 
from his previously good state of health. Attacks 
of giddiness varied by longer ones of complete 
unconsciousness supervened once or twice weekly. 
These have not varied in character from the 
beginning. Before the attack the patient experi¬ 
ences a pricking sensation over his face, and his 
strength fails. He usually utters a groan and 
straightway becomes completely unconscious for a 
minute to a minute and a half. Although at first 
infrequent, of late the attacks have become more 
frequent, two or three occurring per week during 
the last three months of 1911. In December, 
1911, the patient began to experience an “effer¬ 
vescing” sensation, with dimness of vision and 
subsequent dyspnoea, lasting for about a minute. 
From this time until March, 1912, occasional 
giddiness was experienced, but no unconscious 
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attacks ; he felt fairly well and could do a few 
hours' work a day. 

In May, 1912, he had three long and two 
short seizures An interesting observation of the 
patient’s is that whilst he is at work he gets no 
attacks, and that these only come on whilst quietly 
sitting or lying down. Worry is very liable soon 
to induce an attack. 

In June, 1912, he had eleven attacks each of 
about a minute’s duration, one usually coming on 
each night or in the early morning. 

In July, 1912, no seizures, but palpitation, 
exhaustion, giddiness apart from exertion, slight 
cough and expectoration and shortness of breath. 

The radial pulse .—This has shown some interest¬ 
ing peculiarities. On May 4th, 1911, the rate was 
/ 60 per minute with an occasional missed beat ; by 
June 29th, it had fallen to 48, by October 5th to 



Fig. 1.—Tracing of the apex-beat and radial pulse in 
Case 2. Apex-beat lower of the two. 


30 ; during the early part of November the rate 
was 32 per minute, reaching 37 at the middle of 
the month, and 42 at the end. During December, 

1911, and January, 1912, it was 36 per minute, 
tailing on March 7th to its lowest figure, 28. Since 
March 28th the rate has been fairly constant at 
36 per minute. The beats throughout have been 
forcible and of equal strength, the volume being 
full and the tension moderately high. Fig. 1 
shows a kymographic tracing of radial pulse 
and apex-beat, the latter exhibiting a series of large 
curves at regular intervals corresponding to the 
heart-sounds and to the radial pulse, together with 
tiny intervening notches, due to contraction of the 
auricles, also appearing at regular intervals, but 
bearing no relation to the ventricular beat. 

Conditio71 on examination (May 5th, 1911).— j 
The patient is a man of good general nutrition and 
of medium muscular development. His height is 


above the average. He looks older than his years. 
The pupils react equally to light and accommoda¬ 
tion and a well marked arcus senilis is present. 
The veins of the neck exhibit feeble pulsation. 
The heart’s apex-beat is only just visible and 
palpable with diminution of the superficial cardiac 
dulness. The area of deep cardiac dulness shows 
the heart to be enlarged to the left, the apex being 
in the sixth space just within the left nipple line, 
10 cm. to the left of the median vertical plane of the 
trunk. The character of the apex-beat showed that 
the right ventricle alone entered into its composi¬ 
tion, the left ventricle not participating. A harsh 
blowing systolic murmur of maximum intensity at 
the apex is audible all over the front but not over 
the back of the chest. At the apex the second 
sound is present, and faint added sounds of lower 
pitch due to auricular contraction may be heard on 
careful auscultation during the course of the long 
diastole. At the base of the heart the sounds are 
pure, with slight accentuation of the second sound 
in the aortic area. The brachial and radial arteries 
were tortuous and thickened, but not the temporals. 
The blood-pressure (Pachon) registered 210 mm. 
Hg. systolic and 105 mm. Hg. diastolic. On 
April nth, 1912, the systolic had risen to 260 mm. 
Hg., whilst the diastolic pressure *had fallen to 
So mm. Hg. The lungs showed a moderate degree 
of emphysema, but no bronchitic sounds were 
audible. Nothing abnormal was discovered in the 
abdomen or in the nervous system after careful 
examination. Frequent examination of the urine 
showed a trace of albumen only during July, 1911, 
in association with a transitory oedema of the ankles. 
A Wassermann reaction gave a negative result. 

Having detailed the information concerning each 
of the above cases which we are able to obtain 
clinically, let us now see what further light we can 
get from electrocardiography. As regards the 
actual syncopal attacks, unfortunately we have 
been unable to secure graphic records during the 
time of their invasion, in Case 1 because such 
seizures have been altogether absent during the 
past two years, and in Case 2 because the patient 
is averse from giving up the light work which he is 
perfectly well able to do in order to come into 
hospital for further investigation. 

Fig. 2 shows an electro-cardiogram of Case 1 
taken with a transverse lead, the right and left 
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upper extremities being connected to a string- 
galvanometer. Deflections q, r, s and t are seen 
corresponding to the contraction of the ventricles, 
the peak r being of moderate height and in an 
upward direction. The ventricular waves follow 
each other at approximately equal time-intervals. 
If we now direct our attention to the summits p, 
which represent auricular contractions, these will 
be observed to follow each other at a quicker rate 
than the ventricular contractions, in point of fact 
a little faster than a rhythm of 2:1, the intervals 
between each elevation being almost exactly equal. 
These peaks, nevertheless, fall in an entirely 
haphazard manner with reference to the ventricular 


III, and lead II (Fig. 3) shows characteristics 
which are intermediate, following Einthoven’s 
equation, we know that in this case we are in the 
presence of a definite left-sided hypertrophy. Thus, 

| in this respect, the electro-cardiogram is useful in 
| confirming the accuracy of our clinical findings. 
From the same source, also, we can ascertain that 
the ventricular rate is 40 per minute, whilst the 
auricular rate is 88 per minute, i. e. eleven beats of 
the auricle to five of the ventricle. 

Figs. 5, 6, and 7 are of Case 2, from transverse, 
axial and left lateral leads respectively. By care¬ 
fully timing the events on long strips of these 
| electro-cardiograms we find that m this case the 



Fig. 2. —Electro-cardiogram of Case 1 from transverse lead I bright arm to le t arm). 



Fig. 3.—Electro-cardiogram of Case 1 from axial lead II (light arm to left leg). 


waves. Thus p may fall independently of R or t, 
or may coincide with either of these, in which case 
the corresponding deflection is usually somewhat 
amplified. 

Fig. 3, Case 1, is an electro-cardiogram from lead 
II (“axial ” of Waller). Here we observe that the 
form of the electro-cardiogram is changed ; the p 
summit is clearly marked, again with quite regular 
place in the tracing, but with varying relation to 
the ventricular deflections. R is much shorter 
than in lead I, while s is considerably increased. 

Fig. 4, Case r, from lead III (“left lateral” of 
Waller), show similar time-relationships to Figs. 2 
and 3, s being well marked and R almost absent. 
Since in lead I (Fig. 2) r is comparatively large 
and s is small, whilst the opposite occurs in lead 


auricular rate is 66 per minute and the ventricular 
30 per minute, /. e. eleven auricular to five ven¬ 
tricular beats, the ratio being the same as that in 
Case 1. Kig. 5, from lead I, shows a small peak r 
and a large depression s ; Fig. 7 presents opposite 
features, in that r is exaggerated whilst s does not 
appear ; Fig. 6, as one would expect, is inter¬ 
mediate in type, and exhibits elevations p, which 
occur at regular intervals, small peaks R and large 
depressions s. Lead II (Fig. 6) exhibits well- 
marked elevations p, large peaks R, and small 
depressions s. Lead III (Fig. 7) presents well- 
marked elevations p, exaggerated peaks r, and 
tiny notches on the descending limb of R. Thus 
we see that lead II is intermediate in type 
between 1 and III. The small size of r and the 
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Fig. 4.—Electro-cardiogram of Case 1 from left lateral lead III (left arm to left leg). 



Fig. 5. —Electro-cardiogram of Case 2 from transverse lead I fright arm to left arm). 
Time-marker £ sec. The peak K is small whilst s is deep. 



Fig. 6 .— Electro-cardiogram of Case 2 from axial lead If (right arm to left leg). The peaks r and r are well 

marked, s is small, P is of average height and y is absent. 



• 

Fig. 7. —Electro-cardiogram of Case 2 from left lateral lead III (left arm fo left leg). Here p is of medium 
height, y is present, and K is taller than in Figs. 5 and 6. The smallness of R and the depth of s in lead I 
contrasted with the marked height of R and the almost imperceptible s in lead III together go to prove that 
Case 2 is the subject of hypertrophy of the right ventricle. There is probably no auricular hypeitrophy since 
p in Fig. 6 is not magnified. 
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depth of s in I, when compared with the magni¬ 
tude of R and the almost imperceptible indication 
of s in III, together make up a picture, confirmed 
by the intermediate lead II, of hypertrophy of the 
right ventricle, which picture is in entire agreement 
with the result of clinical examination in this case. 
Further, the records obtained by the galvanometer 
in this case are in marked contrast to those | 
obtained in Case i, where left ventricular hyper- , 
trophy obtains. Had the auricular summits p in | 
lead II been exaggerated this would in all proba- , 
bility have indicated auricular hypertrophy, but in i 
the electro-cardiogram from lead II these are not 
magnified. 

From electrographic evidence, then, we are able 
conclusively to prove the presence of complete 
dissociation between auricle and ventricle in each 
of the above two individuals. Failure of con¬ 
ductivity from auricles to ventricles, so far as our 
present knowledge extends, implies some damage 
10 the junctional tissues, and in particular to that 
specialised neuro-muscular end-organ, the band of 
His, which normally possesses the function of 
stimulus-conduction from auricle to ventricle., But 
the lesion may not be limited to the bundle; it 
may be a part only of a generalised acute or chronic 
process either confined to the heart alone or impli¬ 
cating the vessels as well. In some respects the 
two cases under consideration are parallel. In 
neither is there any evidence of syphilis, past or 
present, which might be invoked as a causal factor; 
in neither is there a history of rheumatism, acute 
or chronic. Both, however, belong to an age at 
which chronic degenerative processes are liable to 
occur in the cardio vascular tissues, and it is to 
various of these, such as the fatty, fibrotic, and 
calcareous, with or without affection of the coronary 
arteries, that, in all probability, we have to look. 

Our thanks are due to Prof. A. D. Waller, 
Consulting Physician to the National Hospital for 
Diseases of the Heart, for facilities in taking the 
above electro-cardiograms. 

August 19 th, 1912. 


A CLINICAL DEMONSTRATION.* 

By J. PORTER PARKINSON. M.D. 

Diabetes . 

This boy, aet. 10 years, is suffering from diabetes. 
He was admitted to the hospital on April 11th, 
with a history of progressive weakness and wasting 
of six months’ duration with loss of appetite and 
great thirst. 

He was a thin boy, weighing only 3 st. 8 lb. The 
skin was dry and yellowish and there was a marked 
malar flush on the cheeks. Nothing important 
was found on examination. He was passing 
between 60 and 70 oz. of urine daily, containing a 
little over 2000 gr. of sugar, but no acetone, aceto- 
acetic acid, albumen nor any other abnormal in¬ 
gredient. After the first few days he was put for 
a week on a restricted diet, torrefied toast being 
substituted for bread, but no effect was produced 
on the output of sugar or urine. On April 20th 
opium was commenced in doses of half a grain 
three times a day. This was gradually increased, 
till on May 4th the dose was 2 gr. three times a 
! day. The urine then diminished to i£ pints daily, 

! and the sugar to about 200 gr. daily. He was then 
allowed one large potato with his dinner. Towards 
the end of May he was allowed “ potato-cake ” 
made with well-steamed potato and flour. He was 
also given honey when desired. Though on the 
i whole remaining low the daily output of sugar 
| occasionally mounted to 500 or even 1000 gr. 

, without any apparent cause, but on increasing the 
| opium till 12 gr. were taken daily, the sugar dropped 
| to under 100 gr. a day, and it now remains at this 
1 low level. Meanwhile his weight has increased 
| 2\ lb. and his general condition has improved in 
I all respects. There has never been the least 
drowsiness or other sign of intolerance to the opium, 
and no acetone in the urine or smell of it in the 
, breath. 

! I am showing this case to illustrate the value of 
opium when given in sufficient doses. In the 
1 present case diet alone seemed to produce no effect 
1 while opium produced a marked lessening of the 
urinary sugar. This alone is, however, of little 
importance if at the same time the other sym¬ 
ptoms do not lessen, but you see that the boy is in 

* Delivered at the Polyclinic. 
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a good state of health and the weight is steadily 
increasing. What the ultimate prognosis is it is 
difficult to say. Is the boy doomed to become 
an habitual opium-eater? I propose after continu¬ 
ing the drug for some weeks longer to gradually 
reduce it, watching the effect on the urine. 

Splenomegalic Cirrhosis . 

The diagnosis of this case is somewhat doubtful, 
but I suggest that it is an example of spleno¬ 
megalic cirrhosis of the liver. 

Patient is a girl, aet. 5 years and 5 months, the 
only child of healthy parents. She was breast-fed 
for fifteen months. The only illness she has had is 
diphtheria, six months ago, from which she 
apparently recovered. 

About a week before admission to the hospital, 
the mother noticed that the child’s abdomen was 
enlarging and there was some diarrhoea. 

On admission the child was dull, apathetic and 
anaemic. The temperature was normal, and the 
general nutrition was fair. The heart and lungs 
were normal. The abdomen is somewhat dis¬ 
tended but there is no free fluid. 

The live* is much enlarged, extending downwards j 
as far as the right anterior spine of the ilium ; the 
surface is smooth and slightly hard. ! 

The spleen is also much enlarged ; anteriorly its 
front margin extends from the middle of the ninth 
rib to the end of the umbilicus; the dulness extends 
upward to the level of the eighth rib. It is smooth 
and hard. There is no enlargement of the external ! 
lymphatic glands, and the thyroid and thymus 
appear normal. The report of the blood by Dr. 
Woodford shows 49 per cent, haemoglobin ; 
5,125,000 red blood cells ; 14,000 white blood cells, | 
composed as follows—polynuclears 75 per cent., 
lymphocytes 24 per cent., basophiles 1 per cent., 
eosinophiles none. The Wassermann’reaction of 
the blood is negative, but Von Pirquet’s skin reac¬ 
tion is markedly positive to both bovine and 
human strains. 

To sum up this case, the salient points are— 
anaemia of the chlorotic type with great enlarge¬ 
ment of the liver and spleen. This might be 
caused by heart disease, syphilis or tuberculosis, 
but there is no evidence of any of these. Anaemia 
alone, without enlargement of these organs, is 
generally a simple matter, but when the spleen is 
enlarged there is generally difficulty in correctly 


[ Aug 21,1912. 317 


classifying a case. Blood examination helps us to 
differentiate splenic anaemia, where there is 
leukopenia, and Von Jach’s anaemia, where there 
is leucocytosis, from the others, but in this patient 
the blood shows neither of these changes. It is 
probable that the case is one of a group usually 
called splenomegalic cirrhosis. Sometimes such 
cases have slight jaundice, stunted growth and 
clubbed fingers, none of which are present in this 
patient. The aetiology of this condition is obscure ; 
it is thought to be due to an ascending toxaemia 
from the intestine, and there is a history of diarrhoea 
at the onset; one naturally wonders whether the 
diphtheria six months ago had any influence ; if so 
it is a most unusual sequel. As regards treatment, 
iron and arsenic, which act by stimulating the bone- 
marrow, are not of much use, as in children nearly 
all the marrow is of the red type, and is acting to 
[ the utmost of its capacity. The best treatment is 
improving the condition of the gastro-intestinal 
tract and plenty of fresh air and sunlight. 

I may add that the leucocyte count, which would 
be normal for the adult, is not normal for the age, 
as the lymphocytes should exceed the polymorphs 
in number up to the age of four years. 

Pseudo-hypertrophic Paralysis. 

This boy, set. 3} years, is a good example of the 
early stage of pseudo-hypertrophic paralysis. He is 
the eleventh child; all the other members of the 
family are healthy. He began to walk at the age 
of eleven months, but since July, 1911, has not 
been able to get about much; he falls as he walks, 
and cannot go upstairs properly and : seems weak in 
the back. 

As the child stands before you nude he looks a 
very healthy boy, well-grown, but with slight signs 
of rickets. In the lower limbs theycalves appear 
to be increased in size and are very firm to the 
touch, but the extensor cruris and the glutei are not 
yet increased in size, though from the way the boy 
rises from the ground it is obvious they are weak. 
As you see, when lying on the ground he turns over 
on his elbows and knees and then raises himself 
erect by putting his hands on the knees and so 
bringing in the force of the arms to assist the 
weak extensors; this is usually termed “climbing 
up the knees.” There is some lordosis with weak¬ 
ness of the back muscles. The muscles of the 
shoulder-girjle are weak, and if you try to lift up 



318 Thu Clinical Journal.] 


DR. PORTER PARKINSON. 


[Aug. 21, 1912. 


the child by putting the hands in his axillae the 
shoulders rise and he slips through the hands. The 
deltoids are small and the contour of the shoulder 
less rounded than normal ; the scapulas are winged, 
owing to weakness of the serratae. The infra- 
spinati are not yet enlarged, as is usually the case ; 
the pectoral muscles are weak but not wasted, i 
There are no fibrillary tremors. The knee-jerks are 
lessened, but can just be obtained, but there is no 
ankle clonus nor Achilles-jerk. There are, of 
course, no sensory symptoms. The gait is weak 
and waddling. 

The next patient, a boy, ret. 9 years, shows 
the same disease at a later stage. The family 
history is more typical, for pseudo-hypertrophic 
paralysis is essentially a family disease attacking 
the males but transmitted by the females. The ! 
mother had two brothers who died of the same j 
disease about the age of fifteen years. You see in 
this patient all the signs mentioned in the pre- ! 
ceding case, but more marked ; for instance, in i 
the legs the glutei are markedly enlarged as well 
as the gastrocnemii, but the quadriceps extensor, | 
instead of being enlarged as is usual, is atrophied. ; 
You see a very definite enlargement of the infra- 1 
spinati, while the pectorals are soft, flabby and 
atrophied. Both knee-jerks are lost. 

These two cases demonstrate the salient points j 
of the disease, namely, the early stage of onset, j 
and the family character of it. The shoulder and 
hip-girdles are first attacked. The muscles 
affected do not correspond to spinal groupings. 
Atrophy of some muscles with enlargement of j 
others; absence of fibrillary twitchings; no in¬ 
crease of deep reflexes. 

Another point may be mentioned, though it has 
not yet been tested for in these cases, namely, there 
is never any typical reaction of degeneration ; the 
affected muscles gradually lose their contractility to j 
both currents as they become more and more i 
affected. 

The second case shows a little talipes equinus, 
owing to fibrous contraction in the hypertrophied 
calf muscles. 

Unfortunately these cases are progressive, the 
weakness increases, they become confined to the 
house, and usually die of some intercurrent 
disease shortly after puberty. 

As you are aware, this is not a nervous disease, 


and there are no changes found in the central 
nervous system. It is supposed to be due to 
an hereditary tendency to degeneration of the 
muscles—what is termed by Gowers “ abiotrophy.” 

Fibrosis of /he Right Lung. 

The patient is a boy, ret. 6 years, who has been 
under observation since July of last year. He had 
a serious illness, probably pneumonia, two years 
previously, and has never been well since ; suffering 
from cough, dyspnoea, etc. 

He is a pale, poorly nourished boy, with no 
obvious dyspnoea except on exertion. The tem¬ 
perature is generally raised half to one degree 
above normal, though from time to time there are 
bouts of fever. The right side of the chest is 
smaller than the left, with definite retraction 
beneath the clavicle and below the nipple, and the 
movement is much restricted. Vocal fremitus is 
increased over the whole of the right lung, which 
is very dull to percussion except at the apex, front 
and back. The left lung is hyper-resonant, and this 
note extends across the middle line to a finger’s- 
breadth to the right of the sternum, showing the 
expansion of the sound lung. Over the right lung, 
at the apex, the breath-sounds are tubular, but 
from the second space to the fourth rib the breath- 
sounds are nearly normal. In front below this 
and in the axilla there is tubular breathing, 
accompanied by coarse crepitations and mucous 
rales. Behind there is harsh tubular breathing, 
but in the interscapular region the breathing is 
cavernous and whispering pectoriloquy, and other 
signs of a cavity are found. Numerous rales are 
heard over the whole right lung behind. The 
breathing over the left lung is exaggerated, with 
prolonged expiratory sound, but no rales. 

The impulse of the heart is not seen in the usual 
situation, but is visible and palpable in the fifth 
and sixth spaces to the right of the sternum, and 
here the heart sounds, normal in character, can be 
heard. The cardiac dulness cannot be distinguished 
from that of the surrounding lung. The other 
systems present nothing abnormal. 

The skiagram, which I hand round, shows the 
great shadow of the right lung, and the absence of 
the heart from its usual position, though owing to 
the dense shadow of the consolidated lung its 
limits cannot be made out. There are some 
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shadows near the root of the left lung, probably 
due to enlarged bronchial glands. 

There is then a fibrosis and retraction of the 
lower lobe of the right lung, with dilated bronchi, 
one of which has probably been the starting-point 
of a large cavity, of which there are physical signs 
in the right interscapular region. It is most pro¬ 
bably due to the fibrosis of an unresolved pneumonia 
nearly three years ago. A similar process might be 
due to tubercle, but its basal position and the 
absence of bacilli in the sputum make it unlikely in 
the present case. The great displacement of the 
heart, without producing cardiac symptoms or 
murmurs, is interesting. 

The treatment has been chiefly on the lines of 
disinfection by creasote, ichthyol, etc., with improve¬ 
ment of the general health. The prognosis depends 
greatly upon the possibility of obtaining plenty of 
good food and fresh air. There is always a tendency 
to recurring bronchitis or tubercular infection, while 
the heart is apt to suffer from the increased strain 
thrown on its right side. There is also a possibility 
of albuminoid disease if there be long-continued 
discharge. Such a discharge is best treated by 
continuous antiseptic inhalation 9 , of which an ex¬ 
cellent one is composed of carbolic acid, creasote, 
iodine, spirits of ether and spirits of chloroform. 
Five or six drops of this may be used frequently on 
an oro-nasal respirator. 

Morbus Cordis. 

The last case I am showing you is an example 
of one of the less common forms of morbus 
cordis. 

Patient is a boy, eet. 8 years, who had measles 
and whooping-cough four years ago, but no 
other illness. There is no history of rheumatism 
in any of its numerous forms. In December last 
year the’boy complained of pain in the chest, and # 
headache, and a doctor to whom he was taken 
diagnosed heart disease. At the present time he 
has no symptoms at all of illness. He is well- 
nourished and has a good colour. The pulse is 
96, good volume, not collapsing. The apex of the 
heart is in the fifth space, one eighth inch inside the 
nipple line, localised and forcible. The deep car¬ 
diac dulness is somewhat increased to the right 
and left. The first sound is indistinct at the apex, 
but at the right of this a loud rumbling presystolic 
murmur is heard. At the base the aortic second 


sound is weak and is followed by a diastolic murmur, 
best heard on the left side and conducted down the 
left sternal edge. The blood-pressure is 78 mm« 
The other organs are normal. 

The above signs show that the boy is suffering 
from valvular disease. There are definite signs of 
aortic regurgitation, and please note that that 
murmur is best heard on the left side of the sternum; 
this I believe to be the rule in children. The pre¬ 
systolic murmur I believe to be due to mitral 
stenosis: it has been suggested that this may be a 
Flint murmur, but if this were so I think there 
would be more enlargement of the left ventricle, 
and the pulse would have more of a water hammer 
character. 

The large majority of cases of heart disease in 
young subjects is due to rheumatism, and this 
assumes so many forms in children that it is almost 
impossible to exclude it ; besides articular pains 
and chorea, sore throats, erythemata, purpuras, urti¬ 
caria. etc., may be the only evidence of rheumatism, 
and these may be so slight as to be overlooked. It 
is possible in the present case that the heart con¬ 
dition may be a sequel of measles, but of this it 
is impossible to be sure. 

'The disease is at present completely compen¬ 
sated, and the prognosis with a healthy heart- 
muscle is infinitely better than in the cases of 
aortic disease which come on in middle-aged 
adults. 

August 19 ///, 1912 . 

Ulcerous Lesions of Tongue.— Evans found 
that cancer of the tongue is of frequent occurrence 
in males over the age of forty who may be addicted 
to alcohol or tobacco, who frequently partake of 
irritating condiments, or who practise any of the 
different habits of chewing. He says that any 
long-continued wart, hard lump or unhealed ulcer 
on the tongue or gums is liable to become the seat 
of cancer. Close attention to the cleanliness of 
the mouth and the brushing of the teeth is advis¬ 
able. There is no more frequent precursor or 
accompaniment of cancer of the tongue than 
syphilis. Any decayed tooth, any roughness of the 
teeth or of a denture demands a visit to the 
dentist, whereas for any soreness early medical 
advice should be sought, as such alone leads to the 
early recognition of cancer and is the keynote to 
success.— -Journ. A.M.A ., vol. lix, No. 2. 
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From Edward Arnold we have received a copy of 
‘The Treatment of Diseases of the Skin,’ by 
W. Knowsley Sibley, M.A., M.D., B.C. In his 
introduction to this volume the author says that 
this short treatise is intended to be a handy 
reference book for the use of dermatologists, 
practitioners of general medicine, and students 
desirous of ascertaining the treatments most com¬ 
monly adopted for the ordinary, and some of the 
rarer, forms of diseases of the skin met with in this 
country. Of quite recent years the local treatment 
of many kinds of skin lesions has been completely 
revolutionised by the introduction of various elec¬ 
trical methods, such as the X rays, electrolysis, 
cataphoresis, and high-frequency currents, not 
omitting the mention of galvanism, sinusoidal 
and faradic currents. The application of the solid 
or ether carbon dioxide snow has also added 
greatly to the advance of dermatological treatment. 
Previously, if a cure was obtained, it was usually 
only the result of a more or less painful and dis¬ 
figuring surgical operation, either with the knife or 
curette, or a powerful cauterising agent, such as the 
Pacquelin, galvano-cautery, or one of the pure 
mineral acids. The results obtained also by local 
or general radiant heat applications and by suction 
or exhaustion cups, and other apparatus for the 
production of local hypenemia, have been produc¬ 
tive of a further advance in physical therapeutics 
in the treatment of diseases of the skin. The con¬ 
sequence of the introduction of all these modern 
physical therapeutics into the dermatologist's arma¬ 
mentarium is that in many conditions in which a 
few years ago the prognosis was most unfavourable, 
it is now most satisfactory. Instead of having to 
subject the patient to some weeks or months of 
painful or very distressing treatments, an applica¬ 
tion for a few minutes of the X rays, for example, 
once or perhaps twice a week, will produce a sure , 
and certain cure, without any pain or even discom- ! 
fort. Moreover, the resulting cicatrix or scar, 
instead of being unsightly and a matter of remorse 
both to the patient and the operator, now be¬ 
comes a matter of congratulation to both, and a 
great advance in the science of dermatology. The 
object of the book is, as designated by its title, 
“the treatment of diseases of the skin/’ and so 
far as possible the subject-matter dealt with is 
restricted to this branch. 'The treatments given 
are thoroughly up to date -possibly in some cases 
a little in advance of many of the generally 
accepted principles of the present school of derma¬ 
tology in this country, and we can thoroughly 
recommend this little book to our readers. 


We have received from Messrs. Shaw & Sons a 
copy of the second edition of 4 Symptoms and their 
Interpretation/ by James Mackenzie, M.D., LL.D. 
The author, in his preface, states that attention is 
drawn in this work to the valuable aid to diagnosis 
afforded by the careful study of pain ami the 
nervous phenomena which accompany it. The 
recognition of these nervous phenomena provides 
the means for ascertaining how many of the symp¬ 
toms of disease are produced. It is only in a small 
proportion of the cases which the general practitioner 
sees that the more intricate methods of examination 
are of use or are available, while in the great 
majority of cases the reflex symptoms lie ready to his 
hand, and it is on these alone he has often to rely 
for diagnosis and treatment. The early stages of 
disease can never be fully appreciated till the 
general practitioner takes his position as an investi¬ 
gator. The nature of the early symptoms and the 
prognosis of disease are amongst the least under¬ 
stood matters in medicine. The views put forth 
in this book are the outcome of an inquiry that 
has extended over twenty years. The author has 
endeavoured to utilise the opportunities of a 
general practitioner to study the earliest symptoms 
of disease and the bearing of the disease upon 
the patient’s future life ir) times of suffering and 
of stress, as when affected by other illnesses, by 
pregnancy, or by hard bodily labour. A great deal 
of preparatory work had to be done to finu out what 
symptoms were serviceable, and to understand the 
meaning and mechanism of these symptoms. After 
setting forth the principles on which diagnosis 
should be based, illustrative examples in the appli¬ 
cation of this doctrine to diseases of certain 
viscera are given. The symptoms in heart 
aflections afford good opportunities for detecting 
the real nature of the reflex phenomena, on account 
of the peculiar field in which the symptoms appear, 
and the ease with which the heart’s action can be 
studied. As the production of the reflex pheno¬ 
mena are fundamentally the same in all viscera, 
the symptoms in heart affections are frequently 
used to illustrate the principles underlying the 
symptoms in disease of other organs. It is a matter 
of common experience to find skilled surgeons, who 
are daily operating on abdominal organs, giving 
widely divergent opinions as to the nature 
of the complaint in some single individual. In 
a measure the ease and supposed safely with 
which an abdominal exploration can be performed 
has made less apparent the need of a careful ami 
painstaking examination into the nature of the 
symptoms, so that much confusion exists in regaid 
to tile nature and origin of many easily recognised 
phenomena. 
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! the sphygmomanometer in 

GENERAL PRACTICE.* 

By F. de HAVILLAND HALL, M.D., F.R.C.P. 

DISCUSSION BY 

Sir Lauder Brunton. Dr. F. W. Price. 

Dr. Leonard Hill. Dr. H. A. Des Voeux. 

| Dk. George Oliver. Dr. O. K. Williamson. 

Dr. A. M. Gossage, Dr. H. J. J. Lavis. 

Mr. President and Gentlemen,— lam fully aware 
that I have very little ground for addressing you on 
the use of the sphygmomanometer in general prac¬ 
tice, but with the ardour of a recent cofivert I am 
anxious that my brethren, who are engaged in 
family practice, should realise the great assistance 
this instrument affords in diagnosis, prognosis and 
treatment. I do not propose to inflict on the 
Society, even if I were capable of so doing, a 
scientific paper on the principles and fallacies 
involved in attempts to measure and record the 
blood-pressure as it exists in the arteries. This 
has been discussed at length on many occasions*. 
Moreover I see present to-night some of the great 
authorities on the subject before whom I should not 
venture to express an opinion on this side of the 
question. My object in reading this paper is quite 
a simple and practical one, viz. taking the sphyg- - 
momanometer with all its fallacies and limitations, 
is it likely to be of sufficient use to the general 
practitioner to justify the small outlay involved in 
buying the instrument, and the amount of time re¬ 
quired to make the examination? Though, as I have 
already stated, I am a comparatively recent convert 
to the use of the sphygmomanometer, having em¬ 
ployed it for a few years only, nevertheless my 
experience of the benefit I have derived from it 
has been such that I muih regret that I had not 
taken it up earlier in my professional career. I am, 
consequently, anxious to induce as many as possi¬ 
ble to avail themselves of the help afforded by this 
instrument. 

* Delivered before the Medical Society of London. 
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From my experience in the past, both in my own 
practice and in that of others, I am convinced that 
the question of a blood-pressure constantly above 
the normal standard has not received the recogni¬ 
tion it deserves, and it is because the sphygmo¬ 
manometer focusses our attention on this point 
that I am so.ardent an advocate for its use. 

Before detailing the advantages whjph this 
method of examination offers, it will be well to 
settle the best form of apparatus to be employed. 
For that purpose I have arranged, with the Presi¬ 
dent’s permission, an exhibition of some of the 
kinds of sphygmomanometers now in use. I hope 
that those who follow me in the discussion will be 
so good as to indicate the kind of instrument they 
employ. The great majority, in fact nearly all my 
observations, were made by means of the Riva- 
Rocci sphygmomanometer, as modified by Martin. 
In a few cases I have employed, as being more 
portable, ^an apparatus designed by Drs. Colbeck 
and Williamson, but I am bound to say that I do 
not feel the same confidence in using it as when I 
am able to employ the Riva-Rocci. I find that it 
is difficult to compress the radial artery with the 
rubber bag. One way out of this difficulty is to 
attach the Riva-Rocci armlet to the dial, and so 
read off the pressure as recorded by the dial instead 
|/ of in millimetres of mercury. This is a great con- 
7 venience when the examination has to be made 
• away from one’s consulting room. 

I quite recognise that isolated observations on 
the blood-pressure are of comparatively little value, 
but from the very nature of the practice of a con¬ 
sulting physician it is impossible to get many 
records of arterial pressure in the same patient, 
hence my desire to induce my brethren in general 
practice to adopt this method of examination, so 
that when a consultant is called in, they may be 
able to supply him with a record of the patient’s 
blood-pressure. What I regard as the great use of 
the sphygmomanometer is the power it affords the 
physician of noting down the exact arterial pres¬ 
sure at any given moment, so as to have it to refer 
to when the patier\t is seen again. The educated 
finger can doubtless gauge very well the amount of 
arterial pressure, but there is no possibility of 
recording the result of the examination unless some 
instrumental assistance is called in. Moreover, 
since I started using the sphygmomanometer as a 
matter of routine, I have been struck with the cases 



in which otherwise I should have overlooked the 
heightened blood-pressure. 

By careful examination with the aid of the 
sphygmomanometer it is possible to keep an 
accurate watch on the result of treatment, be it 
employed either to lower or to increase the arterial 
tension. I have found this power of the greatest 
possible assistance. At the present time I have a 
patient under my care who is passing through the 
menopause. She originally consulted me for very 
profuse and repeated attacks of epistaxis, associated 
with high arterial pressure (200 mm. of mercury). 
By dieting and the almost continuous administra¬ 
tion of small doses of potassium iodide the pres¬ 
sure has been kept down to about 170 mm., much 
to the patient’s benefit, but at times the pressure 
rises, and then she gets immediate relief from the 
application of twelve to eighteen leeches. Since 
this line of treatment has been started there has 
been no return of epistaxis, and I am hoping to steer 
the patient safely through the risks and dangers 
attendant upon the menopause. I mention this 
patient’s case rather at length as I have had 
frequent opportunities of taking her pressure, and, 
moreover, she takes an intelligent interest in her 
own case as she was formerly the head of a success¬ 
ful nursing home in London. This case admirably 
illustrates the use of the sphygmomanometer, as I 
do not think that I should have had the same con¬ 
fidence in carrying out a line of treatment extend¬ 
ing over some years unless I had had the 
assistance of this instrument in checking results. 

In endeavouring to take a common-sense point 
of view of the use of the sphygmomanometer I 
have rejected all refinements of the “ mean ” and 
“ diastolic ” blood-pressure, and I have contented 
myself with recording the height of the column 
of mercury when the pressure in the band 
around the arm is sufficient to obliterate the pulse 
at the wrist. So as to get the pressure as exactly 
as possible, I always relax the pressure and make a 
second investigation. As I have said above I pay 
no attention to the so-called diastolic pressure, and 
I doubt whether k is of any clinical use, but on 
this point I should greatly value the opinion of the 
distinguished men who have undertaken to follow 
me this evening. 

Now as to the drawbacks of the sphygmo¬ 
manometer. If the arterial tension is very high, 
the amount of pressure that the armlet has to 
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•exercise before the current of blood through the 
brachial artery is entirely cut off is so great as to 
cause much inconvenience—one might almost say 
pain—to the patient. Nervous people should 
certainly be warned of what they are to expect 
before the instrument is used. In patients with 
high tension and degenerate vessels I always feel 
a degree of apprehension in suddenly damming 
back the current of blood through the arm, and so 
increasing the strain in other vessels. So far I 
have not witnessed anything more than the momen¬ 
tary discomfort I have mentioned above, but I 
have heard of sudden death,. probably due to 
cerebral haemorrhage, occurring in a consulting 
room as the result of the use of the sphygmo¬ 
manometer. 

I would point out that too much is not to be 
expected from this instrument. The information 
it gives is the amount of pressure which is required 
to stop the circulation through any given artery, as 
evidenced by the absence of pulsation in the vessel 
beyond the obstruction. There are three factors 
which determine the amount of pressure required, 
viz. : (1) The force of the ventricular systole, (2) 
the thickness and hardness of the arterial wall, 
and (3) the amount of peripheral resistance. 
What we want especially to learn is the condition 
of the ventricular systole, but we cannot satisfac¬ 
torily separate this from the effect of the other 
factors, though we may form some idea of the 
arterial element from the feel of the radial artery. 
By some authorities the force of the ventricular 
systole is said to have but little effect upon the 
blood*pressure, the all-important factor in their 
opinion being the amount of peripheral resistance. 
I am, however, not convinced that this is altogether 
a satisfactory explanation. 

Before discussing high or low arterial pressure 
we must agree as to what is to be regarded as the 
normal standard. Sir Lauder Brunton states that 
in young men the tension should be from 100 to 
120 mm., in middle life 125 to 135 mm., and 
above sixty 145 to 150 mm. The increase in the 
^blood-pressure, which is commonly observed after 
the age of fifty, is the expression of the changes 
which have taken place in the arteries, whereby 
i they have become thicker, harder and less elastic. 
I Women register 10 to 20 mm. lower than men. 
f Below 100 mm. in men and 80 or 90 mm. in 
J women indicates (1) weakness after some illness, 


e.g. influenza; (2) incipient phthisis; (3) heavy 
smokers. From my somewhat limited experience 
I should feel inclined to place the normal standard 
rather higher. It has been suggested that for 
people of fifteen years and upwards, if the figure 1 
is prefixed to the age of the individual the result 
will give the normal arterial pressure of the person, 
/. e . a man of twenty-five would have a pressure of 
125 mm. and a man of fifty years of age a pressure 
of 150 mm. This is sufficiently accurate to be 
useful clinically, but it is rather too high for the 
older ages. 

In discussing the uses of the sphygmomanometer 
it must be remembered that oedema of the arm and 
calcareous changes in the arterial wall will raise the 
pressure, and consequently the high reading thus 
obtained must be discounted. 

It is not advisable to commence the patient’s 
examination, especially if it be his first visit, by 
taking his pressure. Time should be allowed him 
to become calm. The armlet may be placed over 
the sleeve of the vest or next the bare skin; I 
usually adopt the former method as it seems rather 
more comfortable to the patient. The arm should 
be at the level of the heart, and in recording the 
observation it should be stated whether the patient 
was in the sitting or recumbent position at the time 
that it was taken. Posture makes a difference to 
the extent of about 10 mm., the pressure being, of 
course, higher in the sitting position than in the 
recumbent. 

I have divided my cases into six groups, viz. 


Cases. Deaths. 

(1) Cases with arterial pressure of 




120 mm 

and below 

• 35 

. 2 

(2) Ditto, 

ditto 

121 ,, 

to 

140 mm. 

• 56 

2 

( 3 ) .. 


141 „ 

to 

160 ,, 

• 34 

. 1 

( 4 ) , 

,, 

161 „ 

to 

180 „ 

• 19 

■ 5 

( 5 ) , 

>> 

181 „ 

to 

300 „ 

12 

• 5 

(6) 

- 

above 200 mm. . 

• 17 

• 9 






i 73 

24 


As is seen above, the total number of patients is 
only 173. Of course I shall be told that with such 
a ridiculously small number oL observations I am 
not in a position to draw any definite deductions. 
To this objection I would reply that I thought it 
only fair to take consecutive cases for a- limited 
period as they occurred in my case-book. None 
are later than December, 1910, so that I might be 
able to learn something about the after-history of 
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the patients. Unfortunately in many cases I have 
not been able to ascertain what has become of them, 
but I think that I have obtained sufficient material 
to prove my thesis of the great value of the i 
sphygmomanometer to the general practitioner. | 

The ages of the thirty-five patients with a blood- 
pressure of 120 mm. and under ranged* between 
twelve and sixty-eight years. There were thirteen 
females and twenty-two males. Fourteen of the 
cases were associated with various cardiac affections, 1 
two with Graves’s disease, three with gastric de¬ 
rangements, six with hysteria, neurasthenia and 
other functional nervous affections, four with ex¬ 
cessive smoking, one with diabetes, and two with 
indefinite conditions. 

I have found that cardiac cases give very variable 
results with the sphygmomanometer. Though I have 
been able to trace only one death among the cardiac 
cases with pressure under 120 mm., the condition 
of the patients at the time I examined them im¬ 
pressed me most unfavourably. Unfortunately in 
the majority of cases they were seen only once. 
In patients who come to me suffering from cardiac 
affections with low arterial pressure I regard a rise 
in the pressure as an indication of improvement. 

The sphygmomanometer is, however, apt to give 
somewhat paradoxical results in cases of heart 
disease, as it may show pressure above the normal 
in patients confined to bed with failing compensa¬ 
tion. As a rule it may be stated that cases of 
cardiac disease have pressures within normal limits. 

A low pressure is commonly met with in cases of 
Graves’s disease, and in two cases I report of this 
disease the tension was low. 

As might be expected, patients suffering from 
debility and feeble nutrition have a low tension, 
and the same may be said of dyspeptic patients, j 
especially if they are also flatulent. 

A low pressure is a bad sign in diabetes, so that 
I was not surprised to hear of the death of a man, 
aet. 35 years, who had a pressure of only no mm. 
Neurasthenic and hysterical patients very com¬ 
monly have a low pressure, and as they lose their 
neurotic symptoms the pressure rises to normal. 
The last is to me a very interesting group of cases, 
viz. that due to excessive smoking. I am inclined 
to think that we may be able by means of the 
sphygmomanometer to gauge to some extent 
whether smoking has been indulged in to excess. 

I would therefore suggest that it would be well 


to take the pressure of smokers from time to time 
in order to judge whether smoking was having an 
immediate prejudical effect. Of the deleterious 
effect of smoking in the long run I have no doubt, 
though I am afraid that it would be difficult to prove 
this point statistically and to convince my audience 
of its truth. 

To sum up, I would say that low pressure is 
usually an indication of want of vitality. Hence 
it is met with in all debilitating conditions, whether 
mental or physical; it is a sign of failing com¬ 
pensation in heart disease and in Graves’s disease ^ 

I it is of very unfavourable omen in diabetes. 

| In pulmonary and other forms of tuberculosis 
| the existence of a normal or slightly increased 
pressure is a good indication, and on the contrary 
a low pressure means feeble resisting power against 
the tubercle bacillus. 

In Group II, i. e. patients with a pressure between 
121 and 140 mm., there are fifty-six cases, eighteen 
| females and thirty-eight males, and only two deaths 
were reported to me. A man, aet. 55 years, died 
of bulbar paralysis, and a man, aet. 51 years, with 
a pressure of 130, died of angina and heart failure 
a few days after his examination. 

It will hardly be necessary to comment on the 
remaining cases except to note that in six instances 
excessive tobacco smoking is noted, and two of 
these were women. 

In Group III there are thirty-four cases, fourteen 
females and twenty males. The pressure in these 
cases was between 141 and 160 mm. Only one 
death was reported to me. This was a man, aet. 
43 years, with a pressure of 150 mm., a chronic 
alcoholic with a trace of albumen in his urine. He 
died nine months after his visit to me. One case 
in this group I think deserves particular attention. 
The patient was a man, aet. 75 years, who was 
supposed to have had an apoplectic attack and was 
being treated with low diet and iodide of potassium. 
When I saw him in the country in consultation 
with his doctor I found him in a very weak, 
desponding condition, and considered by his 
friends to be in a dying state. From the account 
I received it appeared to me that the attack 
had been due to cerebral thrombosis rather than 
to haemorrhage, and this was confirmed when I 
took his pressure and found it only no. I altered 
the line of treatment completely and ordered good^ 
food, some claret, and nux vomica with bark and 
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ammonia. He rapidly improved and was able to 
Tesume his work in the city. He called to see me 
eight months later, and then his pressure was 160 
mm. ; hence his inclusion in this group, as I have 
placed the patients according to the highest reading 
they gave with the sphygmomanometer. 

[ This case and others I have had in hospital and 
private practice have shown me that the sphygmo¬ 
manometer will help us in differentiating between 
cerebral haemorrhage and cerebral thrombosis. 

When we come to consider the cases of high 
pressure—and for this purpose I propose to take 
cases of patients with a pressure above 160 mm. of 
mercury—we find that the sphygmomanometer 
reveals some very remarkable results. 

Thus in my fourth group, comprising nineteen 
cases—seven females and twelve males—there were 
four patients under fifty-five years of age, one a man 
of twenty-three, and the remaining fifteen were 
between the ages of fifty-five and seventy-six years. 
In this group there were five deaths and one per¬ 
manent invalid from cerebral haemorrhage. In all 
the five deaths, curiously enough, the pressure 
noted was 180 mm. The cases are as follows: 
(1) A case of malignant disease in which the high 
pressure was of no prognostic help. (2) A man, 
set. 46 years, with aortic disease, who died eighteen 
months later. The remaining three cases were all 
instances of cardiac failure associated with arterio¬ 
sclerosis in men of sixty, seventy, and seventy-four 
years respectively, death occurring nearly three 
years later, eighteen months later, and within six 
months respectively. 

In the next group the effect of high pressure is 
shown in a still more striking fashion. This group 
comprises twelve cases with five deaths. Four of 
the patients were females, and eight males. They 
ranged between the ages of forty-three and seventy- 
six, and were nearly equally divided between the 
four decades. 

The deaths were as follows : (1) A man, jet. 43 
years, with arterio-scierosis, with a pressure of 
190 mm.; he died of apoplexy. (2) and (3) were 
cases of chronic Bright’s disease, set. 55 and 67 
years respectively; the one died five weeks, and 
the other six months after examination. In both 
these cases the pressure was 190 mm. The remain¬ 
ing two cases were females, aet. 65 and 72 years 
respectively. The former had a pressure of 175 mm. 
and died of angina; the latter had a pressure of 


185 mm., and though suffering from arterio-scierosis 
she died of malignant disease. 

But it is when we come to consider the sixth 
group, /. e. patients with a pressure of more than 
200 mm., that we meet with the most startling 
results. 

In this group there are three females and 
fourteen males; with the exception of one man, 
jet. 34 years, all the patients were between forty- 
seven and seventy-six years of age. Among the 
seventeen cases there were nine deaths. 

One of the cases died of an enlarged prostate, 
two with arterio-scierosis, one of these suddenly, 
and the remaining six died of cerebral haemorrhage 
—more or less due to arterio-scierosis. In all these 
cases death occurred within two years, in five within 
six months. In one case death took place the day 
after examination. The pressure in the fatal cases 
varied between 210 and 260 mm. 

The cases with high arterial pressure, though, as 
I admitted at the commencement of my paper, few 
in number, are sufficient, I think, to justify the 
high opinion I have formed of the sphygmomano¬ 
meter when used in the routine examination of 
patients. What can be more striking, for example, 
than the fact that in seventeen consecutive cases 
in which the arterial pressure exceeded 200 mm. of 
mercury there were no less than nine deaths, /. e. 
upwards of 50 per cent, within two years, and five 
of the deaths occurring within six months. I 
therefore maintain that we have in the sphygmo¬ 
manometer an instrument which will give, and 
enable us to record, most valuable information as 
to the condition of the patient. Now, whenever I 
find a pressure exceeding 200 mm. I consider it my 
duty to sound the alarm to the patient’s friends or 
doctor, pointing out the serious condition in which 
he is and the great liability to an apoplectic 
seizure. But, of. course, the sphygmomanometer 
is not only of use in a prognostic point of view, but 
it is also of assistance in treating the patient, 
indicating the necessity for measures to be taken 
to lower his tension, and it enables us to note the 
effect of such treatment upon the pressure. I have 
found the sphygmomanometer of especial*use at 
the menopause. Much mental excitement and 
cardio-vascular disturbance at this period of life 
may be prevented provided prompt measures are 
taken to lessen the abnormally high pressure which 
often exists. 




326 The Clinical Journal.] 


DR. DE HAVILLAND HALL. 


[Aug. 28,1912. 




* 


I The existence of persistent high pressure should 
f suggest the presence of chronic renal disease, and 
the sphygmomanometer is sometimes useful in 
enabling us to decide whether albuminuria is due 
^:o primary kidney disease rather than being 
secondary to heart disease. 

| Though I have no personal experience of the 
use of the sphygmomanometer in assisting in the 
choice of an anaesthetic, I would urge that a high 
pressure should indicate the employment of chloro¬ 
form, whereas a low pressure should point to the 
advisability of ether being the anaesthetic chosen. 

Another use of the sphygmomanometer is in 
the examination for life assurance. Up to the 
present time I have not ventured to employ it for 
this purpose, and I have come across only one case 
in which the report of the medical examiner has 
included any reference to the use of this instru¬ 
ment. But from a large experience in life assur¬ 
ance I am convinced that many losses from early 
deaths amongst applicants after forty years of age 
might have been prevented had their pressure been 
taken. I am afraid, however, that an additional 
reason for rejecting candidates would not be favour : 
ably regarded by actuaries and managers, who 
already seem in many instances to consider their 
medical examiners as being unnecessarily strict. 
If I had an absolutely free hand in the medical 
examination for life assurance, I would i-nsist on 
the use of the sphygmomanometer in all applicants 
above the age of fifty. Any pressure exceeding 
160 mm. I would regard with some suspicion ; if 
it was 180 mm. and upwards I would certainly 
postpone the application so as to have the oppor¬ 
tunity of making a second examination, unless there 
were the history of apoplexy and of death from 
degenerative lesions at an early age in the family 
of the applicant. Under these circumstances I 
would consider it my duty to advise that the appli¬ 
cation be declined. 

With a pressure of 200 mm. and above I. should 
have no hesitation in advising that the life be 
declined. These remarks on the use of the sphyg¬ 
momanometer in life assurance are not quite 
within the scope of my paper, but I have always 
taken such an interest in life assurance that I could 
not refrain indicating the help that the instrument 
we are considering to-night would afford to the 
medical examiner for assurance. 

Any account of the sphygmomanometer would 


be incomplete without some reference to its 
employment in ophthalmology, and as I have no 
personal information to give on this subject I will 
quote the observations of Dr. John Dunn,* of Rich¬ 
mond, Virginia. He writes : “ No case of essential 
glaucoma, acute or chronic, can to-day be con¬ 
sidered as fully examined until the patient's pulse- 
tension has been measured by the sphygmo¬ 
manometer and the information thus obtained has 
been given due consideration.” He adds • “ As a 
general rule the higher the pulse tension the less 
favourable is the glaucomatous eye for surgical pro¬ 
cedures.” “Again, the higher the blood-tension, the 
more likely, as a rule, is the use of mydriatics to 
be followed by the onset of glaucomatous 
symptoms.” The last observation I shall quote is 
this: “The practical value, then, of the sphygmo¬ 
manometer in cases of eyeache and headache lies 
in the fact that it helps us to understand win- 
glasses fail to give the full relief sought for and 
expected of them.” 

I do not propose to discuss on the present 
occasion the measures that should be taken to 
reduce excessive arterial pressure, but I do want to 
emphasise the necessity of exercising great caution 
1 in interfering with what may be Nature’s means of 
maintaining life. In many instances so long as 
the tension is high the patient feels well, and the 
functions of life are more or less satisfactorily 
carried on,, but it must be remembered that a 
lowering of blood-pressure may be due to sudden 
1 failure of the ventricular systole, or brought about 
, by the gradual dilatation of the left ventricle. On 
the other hand, as my cases with a pressure of 
200 mm. and upwards show, there is a great 
tendency to death from cerebral haemorrhage. It 
there behoves the careful practitioner to steer with 
an even keel between these two difficulties. On 
the one hand not to unduly lower the arterial 
tension so as to facilitate heart failure, and on the 
other hand not to allow the pressure to' remain so 
high as to threaten sudden death from cerebral 
haemorrhage. I am wont to tell my patients with 
high arterial pressure that it is not safe for them to 
feel too well; they must live on a lower plane. 
When they feel particularly well and energetic then 
comes the risk of an extravasation of blood in the 
brain. This fact I have repeatedly noted. 

* 4 Archives of Ophthalmology/ vol. xxxvii, 1908, 
pp. 688, etc. 


1 
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The symptoms associated with high pressure 
which bring the patient to the doctor are head¬ 
ache, giddiness, tinnitus, palpitation, shortness of 
breath on exertion, cardiac pain, amounting in some 
cases to angina and temporary inability to bring 
out the right word when talking. 

Having noted these symptoms the physician 
should then take the arterial pressure, and having 
done so he should further prosecute his investiga¬ 
tion in order to discover the peccant organ or 
organs. 

In a patient who has been known to have a high 
blood-pressure, any marked diminution in this, 

* apart from that designedly brought about by 
regulation of the diet and medicinal treatment, 
should awaken the fear that degenerative changes 
are taking place in the heart, and that the patient 
may succumb to a sudden attack of heart failure. 
It is, therefore, important to investigate such a 
patient from all points of view, so as to detect as 
soon as possible the earliest signs of heart failure 
in order that they may be promptly treated. 

I am sure that much mischief has been done by 
the incautious use of the vaso-dilator group of 
drugs—but on the present occasion I am not dis¬ 
cussing the question of treatment of high arterial 
pressure, but I thought I ought not to omit a 
warning of the risk run when these powerful drugs 
are employed. 

Sir Lauder* Brunton, F.R.S., remarked that it 
was needless for him to say how much he and 
everyone present had appreciated Dr. de Havilland 
Hall’s paper; and he would only utter a few words 
in supplement, not criticism. First as to the 
apparatus one used. The most trustworthy form 
was the mercurial; and if only one were used it 
must be the mercurial manometer. One was the 
well-known horse-shoe-shaped tube, and it was a 
very good form indeed. But a disadvantage in 
some instruments w f as that the height of the column 
was given by doubling the rise, because the two 
sides of the tube were supposed to be equal. The 
two sides, however, were not always equal; and, 
unless the tubes were very carefully calibrated one 
*was apt to obtain a wrong result. For the con- 
jj suiting-room table the best form was a modification 
7 of Riva-Rocci’s original instrument, of which he 
I showed an original model. In it there was a large 

* cistern containing mercury, and a straight tube 


rising from it. With such a large column of mer¬ 
cury there was almost no depression of the zero 
line as the mercury rose in the tube, and th# rise 
j in the tube could be measured off precisely. The 
disadvantage of this instrument as originally used 
was the very narrow band, which gave readings 
" that were too high. That had now, however, been 
| modified by the wider band, which gave a truer 
’ reading. In the original Riva-Rocci instrument 
one could not see exactly where the zero point 
came, but in the present one, which he now used, 
one could make sure that zero on the mercury 
column corresponded with the zero on the scale. 
He had tried it himself and found that the fall of 
level in the cistern, as the mercury rose in the 
tube, was so slight that it could be neglected. But 
; all these mercurial manometers were not handy to 
carry about, and moreover patients might be scared 
by a large box; so he used an aneroid one, and 
| carried portions in three pockets. The aneroid 
; was very convenient, but there was the difficulty 
; that it varied from time to time. So that about 
every week or so it should be compared with the 
I mercurial column so as to know how it was reading. 

; With regard to the diastolic as opposed to the 
! systolic pressure, he thought that, on the whole, 

, as one’s time was generally limited, one got more 
j information from the systolic than from the diastolic 
reading. He was not so certain about his measure- 
i ments of the systolic pressure as of the diastolic. 

If one used the broad armlet with either mercurial 
i or aneroid, one had almost exactly the same results. 

1 In many cases he had compared notes with men 
who had not used the sphygmomanometer before, 
and he and they had generally read within 5 mm. 
of each other. Where the artery was very rigid he 
I did not confine himself to one arm, but tested both 
j forearms, because even if both arteries were rigid 
i they were not likely to be equally so all over, and 
by taking the lowest one would be near the correct 
I reading. Dr. de Havilland Hall had already men- 
| tioned the conditions under which one found 
! variations of pressure, especially low pressure. If, 
in a strong healthy man, one found the tension 
was about 100 or below, and he was told he smoked 
j too much, in nineteen cases out of twenty it would 
be correct. In cases where one could not obtain 
a history of excessive smoking and yet the tension 
was below par, one should look out for indications 
I of phthisis. Once when he was at Bloemfontein 
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tend some students wanted him to give a demon¬ 
stration of blood-pressure, a man came in from the 
Veldl looking a picture of health, but his pressure 
was below the normal—about 90. He did not see 
the man again for three or four years, and then he 
was at the Midhurst Sanatorium for consumption. 
’It transpired that about two months after he first 
saw the man he was seized with the disease. If 
the significance of that low pressure had been 
appreciated at the time treatment might have been 
commenced much earlier. Fortunately, however, 
he came home before it was too late. In cases of 
apparent apoplexy the determination of the pres¬ 
sure was a very great help. Last year he had the 
case of a man who was completely aphasic ; he was 
lying in bed helpless. Some of the patient’s friends 
were very anxious and said he had got apoplexy, 
and feared he would not be able to do anything 
again. But he (Sir Lauder Brunton) said the patient 
had got, not apoplexy, but thrombosis, as his tension 
had never gone beyond 130. In two months the 
correctness of the diagnosis and prognosis was veri¬ 
fied as the patient was well and was back in the City. 
Except for the sphygmomanometer lie could not 
have given such a prognosis. And, as Dr. Hall 
had said, it was not only useful for prognosis in 
such a case, but also for treatment. In the treat¬ 
ment of a case with low blood-pressure one usually 
gave good food and a little wine with some such 
preparation as iron and nux vomica. But it was 
in high-pressure conditions that the instrument was 
most useful. In a bad case of angina in which the 
blood-pressure was high he considered that the 
prognosis was more favourable than if it was low, 
for by suitable measures one could reduce it, and 
the patient might live a long time. But a case of 
severe angina with low pressure was liable to die 
suddenly. In cases of very high tension it was 
sometimes important to begin by bleeding the 
patient; but even without bleeding one could often 
keep the pressure down. One of the gentlemen 
now present knew a case which he, Sir Lauder, 
had been watching sixteen years. Sixteen years 
ago that patient, who held a high office and was a 
man of great mental power, consulted him on 
account of bleeding at the nose. He gave the 
patient nitrites, and so lowered the pressure, and 
the bleeding stopped. Then the patient experi¬ 
mented with himself, and found that when he 
stopped the nitrites the bleeding re commenced, 


and resumption of the medicine stopped the 
bleeding again. Consequently he had gone on 
taking nitrites during all those years. He was now 
seventy-six, his pulse-rate was 8o, and his tension 
was not more than 150. With regard to how to 
keep the tension down, the first rule was to enjoin 
the patient neither to hurry nor worry. Other 
rules were to keep the body warm, to avoid 
draughts, and to keep the bowels open. The last 
was most important, and it should be done not 
merely by a simple aperient, but a purge should be 
given periodically which would act definitely on 
the liver. He regarded calomel twice a week as a 
very important agent in keeping the tension down. 
With regard to diet, he let such subjects take 
almost anything except red meat and strong soups. 
He allowed them to take vegetables, fruit, and 
farinaceous food, also to drink tea and coffee 
in moderation. But he was chary both about 
cutting off smoking entirely and allowing such 
patients to smoke much. The difficulty in many 
of those cases was that the heart was beginning to 
fail in presence of the high blood-pressure ; and 
then one should give nitrites or iodides to keep 
the tension down, and steady the heart by means 
of strophanthus or digitalis, adding to it a little 
nux vomica. He would like to add a word with 
regard to the use of iodide. Some patients did not 
tolerate iodides in the ordinary way, but if, instead 
of giving the ordinary 5 gr. three times a day, one 
gave as much as 25 or 30 gr. at bedtime, such 
patients sometimes would stand it well, and the 
tension would come down. How it was caused he 
did not know, but he had no doubt about the fact. 

I He always told patients who had the condition 
under discussion that on no account should they 
ever get angry. Many of those whom he had seen 
were in the city, and often had committees, and he 
advised them to cut off their committees, as on 
those bodies there was always somebody to object, 
which made one cross, and that was undesirable. 

Dr. Leonard Hill, F.R.S,, remarked that after 
listening to the very interesting experiences of I)r. 
de Havilland Hall and Sir Lauder Brunton, he 
would devote his few minutes to the physiological 
consideration of the subject. He and his colleagues 
had been working at it in one or two ways which 
were very interesting. The first question which 
I arose was as to how far the instrument mentioned 
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did measure the true pressure. It had been 
asserted that unavoidable errors came into play ; 
for instance, that it required a certain definite J 
amount of pressure to compress the artery. Dr. 
William Russell maintained that at the present i 
moment; and Dr. Herringbam had brought for- j 
ward evidence to show that, post-mortem, arteries 
required an appreciable amount of pressure to 
obliterate their lumen, sometimes as much, accord¬ 
ing to Herringham, as 30 mm. of mercury. He, 
the speaker, had not come across arteries which 
required such a large pressure as this to obliterate j 
them ; his own experience of post-mortem arteries j 
was that they did not require more than 1 or 2 mm. 
of mercury pressure to obliterate the lumen. It 
must be remembered that these degenerate arteries j 
were not stiff along the whole of their course; there J 
were spaces between the degenerated areas where 
there was practically an ordinary degree of flac- 
cidity, and such spots would be included under the 
armlet when adjusted. There was one way, how¬ 
ever, in which error might arise. If one got from 
a freshly killed ox an artery 5 or 6 mm. in dia- ; 
meter, and irritated it (for instance, by hitting it), | 
it could be made to contract to an extraordinary i 
extent, c.g. to 2 mm. That contractility would 
last for a day or two after death. When an artery 
got into such a stiff whipcord-like condition, it 
might take a definite pressure to obliterate the 
lumen. They had not been able to demonstrate ] 
that, because if the artery were fixed to a cannula, j 
the part tied always dilated, and that part naturally 1 
became flaccid. If arteries could contract irf the 
living body to the same extent as they could post¬ 
mortem, it was quite possible that this error might 
come into play. He and his co-workers had tried 
to test this, and he would state what the test was, 
so that his hearers could determine whether their 
readings were right. If the pressure of the person 
were no mm. of mercury, an armlet was adjusted, 
and the blood-pressure run up to 105, the arterial 
being no. That would allow the blood to get ! 
through into the capillaries and thence to the 
veins. The veins swelled more and more below 
the armlet, and became very tense. As the capil¬ 
laries got full, pain was felt in the limb; but all 
the capillaries did not readily get filled. It was a 
remarkable fact that there might be a high pressure 
in the arteries and veins, but no positive pressure | 
in many of the capillaries, viz. in those which were I 


not filled; it took a long time to fill all the capillaries. 
One could find out whether the blood was getting 
through under that armlet by emptying one of the 
veins just above it up to the next venous valve, and 
seeing whether it filled from below (one could put 
a hollow needle into a Vein below the armlet and 
measure the pressure in the vein directly). If one 
found the blood-pressure in the veins rose to 
105 mm. and the systolic obliteration pressure was 
110, the latter reading was correct, at any rate 
within 5 nira. Hg., for one could not believe it 
would take any pressure to obliterate a superficial 
vein. That test had not yet been applied to all 
conditions ; they had carried it out on normal 
people, and had tried it in one or two old people 
who had high blood-pressure. Another method 
was to investigate the blood-pressure in the arm 
and the leg, and compare them. If one took the 
pressure in the radial artery in the arm and in the 
posterior tibial in the leg in a young adult the 
pressures were equal, and there was exactly 
the same obliteration point. But in the vertical 
position pressure was found to be higher in 
the leg, the difference being determined by the 
height of the column of blood separating those 
points. That reading came out with remarkable 
accuracy, /’. e. to within 5 mm. of mercury. If 
the man were hung up by the heels, or, what 
was not quite so inconvenient, put into an 
L-shaped posture, the pressure in the arm then 
was higher than that in the leg by the column of 
blood which separated the two points. The reading 
came to within 5 mm. of mercury, which was 
remarkably good as an error. It seemed to show 
that the method was working well. The remark¬ 
able fact came out that the pressure in the arm 
always kept the same, whatever the position or 
posture was. But the pressure in the leg varied 
enormously. The mechanism which compensated 
for the influence of gravity kept the pressure the 
same in the heart, and very much the same in the 
brain. That fact had been ascertained by the use 
of the sphygmomanometer; and it could be 
brought out in the case of animals too. The 
compensation of gravity did not hold so good for 
old people with rigid arteries. A certain number 
of such cases had been investigated in order to 
see whether their compensation for the effect of 
gravity was as good as in healthy young people. 
It was found to fall off in the case of some old 
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people ; it was not kept the same as in the arm. 
He asked his hearers to investigate that clinically. 
Another point which the investigation had brought. 
out was the following, and it was of considerable 
importance, and had been found out entirely by 
this instrument. It was that in all cases of aortic 
regurgitation which were compensated the pressure 
in the leg was much higher than in the arm. In 
some cases the difference was as much as ioo or 
150 mm.; in others the difference was 40 to 
50 mm. He was speaking of cases where the 
patient was lying in bed. That was so certain 
that he would undertake to go round the wards of 
a hospital, without seeing any more of the patients 
than an arm and leg, and if he could take the 
pressure in arm and leg and found such a big 
difference he could say for certain they had aortic 
regurgitation. That was as far as his experience 
had gone, and it was confirmed by Dr. Rolleston, 
who told him he had obtained the same results, 
as had also a worker in America. What was the 
cause of that difference? There was no difference 
in the normal young man between the pressure in 
the arm and in the leg, but there was a definite 
difference in the aortic regurgitation cases. He 
believed the difference depended on the conduc¬ 
tion of the systolic wave down the artery. That 
factor had not been considered hitherto, but he 
regarded it as of the greatest importance. If the 
artery was stiff it conducted the wave better than 
if it were soft and flaccid ; and the arteries of 
aortic regurgitation always were kept more con¬ 
tracted, so that the blood supply to the brain was 
maintained. That difference could be abolished 
by putting the lower part of the body into a hot . 
bath. In the case of a young healthy student the 
pressures could be made unequal by putting the 
arm in a hot bath and making him run rapidly up 
and down stairs, so as to excite the heart to beat 
powerfully. The reasop was to be found in the 
softening of the artery ; so the arterial wall was of 
importance in the matter of conduction. 

Dr. George Oliver said: I am sure those who 
have been working on clinical blood-pressure 
measurement for some years past must be much 
gratified to find so trustworthy a convert as Dr. 
de Havilland Hall to the doctrines and practice 
which they have advocated so long. Perhaps I 
may be allowed to say without presumption that I 


have been engaged for some thirty years on the 
mechanical measurement of blood-pressure in the 
clinical field. That experience had, of course, been 
varied, and had been mainly derived from the study 
of chronic cases, which are more particularly in¬ 
teresting from the arterial pressure point of view. 
On this occasion I must content myself with a few 
general remarks, as, of course, it is impossible 
within the limits of the ten minutes allowed to 
boil down one’s experience extending over so many 
years. In a general way my observations support 
Dr. de Havilland Hall’s conclusions, and especially 
those supporting the value of the sphygmomano¬ 
meter in general practice. I also agree with his 
remarks and those of Sir Lauder Brunton respect¬ 
ing the diagnostic and prognostic aid which that 
instrument may afford in doubtful cases of throm¬ 
bosis and haemorrhage—low pressure pointing to 
thrombosis and high pressure to haemorrhage. I 
cannot, however, agree with the opinion expressed 
as to the comparatively insignificant clinical value 
of diastolic readings, which represent, as it vrere, the 
cushion of pressure existing in the artery between 
the ventricular contractions. The height of that 
pressure just before each systole surety must deter 
mine the tensive strain of the ventricle on the 
arterial wall. It is therefore one of the fundamental 
factors which make fqr haemorrhagic extravasation 
and for deterioration of the arterial wall—two of 
the prominent sequelae of supernormal arterial 
pressure. Hence it is that the detection of the 
diastolic or minimum arterial pressure is a matter 
of some clinical importance. Of late years, how¬ 
ever, the significance of this pressure has been 
overshadowed by the almost exclusive reading of 
the systolic or maximum pressure a la Riva-Rocci. 
Before the introduction of that method reliance 
was placed on the detection of the maximum oscil¬ 
lation of an indicator, which was generally supposed 
to show the diastolic pressure. My experience, 
founded on readings thus obtained, was of real 
clinical value and guidance, and I still follow this 
method when occasion arises, using my compressed- 
air mercurial manometer, in which the point of 
maximum oscillation is more easily definable than in 
the ordinary mercurial manometer. But I am satis¬ 
fied that the auscultatory method of reading the dia¬ 
stolic pressure supersedes the visual in delicacy and 
definition. Though some observers have thought 
that both methods yield the same reading, I have 
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almost invariably found the auscultatory gives a 
lower point—from 10 to 15 mm. Hg.—than the 
visual; and, as it also affords a higher point for 
the systolic reading than the average finger, this 
difference is probably due to the greater delicacy 
of the auscultatory method applied through my 
tambour. The auscultatory diastolic reading is 
made at the point at which the first throb is heard 
on raising the counter-pressure of the armlet, or 
when the throb developed by a higher pressure 
disappears on* releasing that pressure, and is 
believed by practically all observers to indicate the 
true diastolic pressure, i.e. the pressure just prior to 
the ventricular contraction: and the reading thus 
obtained -is quite as precise and definite as that j 
of the auditory systolic pressure. When I began 
my study of Koratkow’s auscultatory method of 
reading the arterial pressure I suggested the use of 
a sensitive tambour and a simple method of adjust¬ 
ing it so as to obtain delicate and uniform results. 
This arrangement does not in any way complicate ' 
the armlet or prolong the time for observation. 
The auditory has at least one distinct advantage 
over the tactile method in enabling the observer to 
read through the agency of-the armlet the pressure 
of the pulse-wave from start to finish, whereas the 
finger can only discriminate the latter point, and 
with less certainty. Moreover, observation shows 
that the definite auditory recognition of the 
minimum point enlarges the clinical capacity of 
the armlet method ; for it enables the observer to 
realise the fulness of the arteries, the more constant 
as distinct from the higher intermittent pressure, 
the importance of which is well known to every 
clinician. The chief value of the sphygmograph 
rests on this fact: and the auditory method of 
reading the arterial pressure translates the infor¬ 
mation of the sphygmogram into definite figures 
of pressure values. Now, we know that a sphyg¬ 
mogram showing normal tension is generally a 
somewhat re-assuring sign, other conditions being 
also favourable, in cases in which the sphygmomano¬ 
meter furnishes only a moderate rise in the systolic 
pressure, such as 150, 160, or even 170 mm. Hg. ; 
so it is likewise in similar cases when the auditory 
minimum pressure is normal. But when the auditory 
minimum reading is higher, or the sphygmogram 
indicates a supernormal tension in these border¬ 
land cases of raised maximum pressure, a less 
favourable prognosis is accentuated. I have met 


with several perfectly healthy subjects, generally 
beyond middle life and sometimes before, in whom 
the auscultatory method has been most useful in 
affording normal or even slightly subnormal 
diastolic readings, such as 70, 80, or 90 mm. Hg., 
which suggested a qualification of any adverse 
inference founded on supernormal readings of the 
systolic pressure. Such observations, which are 
far from uncommon, show that we should not rely 
entirely on systolic readings, as is now the fashion, 
but should combine the diastolic with the systolic; 
and this is done far more satisfactorily by adopting 
auscultation as the indicator rather than the eye 
and the finger now generally employed for the 
purpose. Moreover, in the cases of perfectly 
j normal subjects which I have observed affording 
| supernormal systolic readings with normal or sub- 
I normal diastolic the pulse was quite soft to the 
finger, and this fact therefore supported the diastolic 
rather than the systolic reading; hence I am 
naturally inclined to the conclusion that in such 
cases the diastolic record is a safer guide to the 
actual blood-pressure than the systolic, which may 
not be the true expression of the maximum pressure 
within the artery. This apparent lengthening of 
the pulse-pressure wave may be mainly due to the 
strangling effect of the pressure of the armlet on 
the arterial wall and the nerves of the limb—this 
effect being greater in certain cases than in others. 

: That the constricting effect is considerable is shown 
by the fact just advanced by Dr. Leonard Hill— 
the normally low venous pressure being converted 
by the armlet into the maximum arterial pressure, 
and by the untoward results of the armlet pressure 
in certain exceptional cases. Moreover, may not 
1 the contractility of the arterial wall which 
j responds to pressure for some time after death be 
still more active and responsive during life ? * 

It is true that experimental work has not shown 
that the armlet method does fictitiously raise the 
systolic reading beyond a limited degree, which in 
practice may be regarded as negligible ; and this 
is doubtless so in the majority of cases. But I 

* Since this discussion took place I have been wcftider- 
ing whether a compensatory hypermyotrophy may not be 
developed in the arteries of the legs in aortic incom¬ 
petency ; and if such were proved to be so by post-mortem 
examinations, whether the contraction of the hypertrophied 
musculature might account for the remarkable increment 
in the systolic readings in these arteries observed by Dr. 
Leonard Hill. 
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have met with so many cases in which I feel 
sure the systolic reading a la Riva-Rocci was 
appreciably exaggerated that I cannot place quite 
the same reliance on that reading as on the auditory 
diastolic, which is taken under but slight counter¬ 
pressure, causing no discomfort to the patient or 
interference with the circulation. You will 
probably meet w'ith a similar relation between the 
pressures, /. e. a relatively low diastolic with a 
supernormal systolic, when the ventricle is failing 
and dilating ; but this is quite another story, and in 
such cases the systolic, pressure may be truly 
rendered by the armlet. The auditory scale of the. 
diastolic pressure in clinical work is of course 
shorter than that of the systolic pressure ; and the 
variations in different cases are smaller. According 
to my observation the range of normal pressure is 
from 70 to 90—generally about 80. Persistent 
pressures above 90 I regard as supernormal, and 
when they reach 145 or 150 they are distinctly 
high. Pressures persistently below 70 in adults 
are generally subnormal, and when 50 or lower or 
down to near zero aortic incompetency may be 
suspected. When the arterial walls are much re¬ 
laxed the diastolic pressure may also fall to 50 or 
even lower. By taking both pressures (minimum 
and maximum) and halving the united figures you 
reduce the exceptional errors of the systolic reading 
and thus obtain a closer approximation to the 
actual arterial blood-pressure than that which is 
yielded by the maximum reading alone. Besides 
furnishing the arterial pressure the auscultatory 
method also affords other useful information con¬ 
cerning the energy of the ventricle, arterio¬ 
sclerosis, tonal arrhythmia, and other matters of 
kindred clinical interest; and on these points I 
should like to refer you to the work of Drs. Good¬ 
man and Howell, published in the * American 
Journal of Medical Sciences' for September, 1911. 

In regard to apparatus, I prefer to use a small 
portable non-spillable mercurial manometer made 
by Mr. Hawksley. The bulb being enclosed in a 
vacuum it is protected from changes of tempera¬ 
ture ; and the instrument, being mounted, is free 
from error due to handling. Unlike aneroids, its 
graduations, determined by the mercurial mano¬ 
meter, remain unchanged. It is hinged in its case, 
and when in use it is raised to an angle of nearly 
45°, which is the most convenient position for 
easy reading. 

In making accurate observations I need scarcely 
remind you that one of the primary conditions is 
to secure equanimity and as perfect composure as 
possible in the patient; otherwise more serious 


errors are apt to creep in thancan be furnished by 
different apparatus. 

I have no doubt you have often wished to dis¬ 
pense with the use of the armlet, but unfortunately 
we cannot do so without loss of accuracy, which in 
some cases is considerable; for observation has 
demonstrated that the standard armlet of 12 cm. 
in width is most important in affording comparable 
readings of the systolic pressure, and that narrower 
air-pads applied either to the radial or to the cir- 
| cumference of the limb yield misleading results. 
I have, however, observed, that the point of 
maximum oscillation on the millimetre scale is not 
dependent on the capacity of the air-pad ; therefpre 
the standard armlet is not necessary for the accu¬ 
rate reading of the mean arterial pressure. I have 
therefore found it to be a safe and convenient 
procedure to use a small finger-shaped air-pad for 
the preliminary reading of that pressure, so as to 
weed out the cases of normal pressure, which is 
found in the majority of patients. Moreover, this 
simple mode of pulse gauging is often most useful 
as a reserve method when nervous subjects, and 
especially sensitive ladies, object to the compression 
of the armlet. This little addendum is conveniently 
packed away in the box containing my manometer. 
The momentum of the mercury in the ordinary 
open-air manometer, and especially in the single 
column form, is inimical to the satisfactory reading 
of the mean arterial pressure; but this objection 
does not apply to my manometer, in which the 
mercury is poised between two portions of com¬ 
pressed air, which act on the principle of an airspring. 

Dr. A. M. Gossage said that one had to consider 
this question from the point of view of exactly what 
one expected to derive from the estimation of the 
blood-pressure. The title of the discussion was 
“The Value of the Sphygmomanometer in General 
Practice." Most of those in general practice 
wanted a fairly rapid means of estimating the blood- 
pressure, and one which was a good deal more 
accurate than the fingers—sufficiently accurate to 
enable one to detect the variations irom one time 
to another. Several of the instruments invented 
possessed certain objections from that standpoint. 
In the first place the wide armlet tended to frighten 
the patient, and hence to raise the blood-pressure. 
Recently he was demonstrating to students some 
blood-pressure apparatus, and in doing so an 
armlet was kept on for some twenty minutes. The 
subjects—medical men and students—were not 
nervous, but in each case the pressure fell 10 mm. 
of mercury before the end of the operation. So 
that here, if the observation were taken too soon, 
one was practically certain to record a pressure 
which was too high, and one which, in nervous 
people, would be still higher. Another objection 
which would be found in practical work was that 
of the pressure exerted by the bag on the arm, 
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because it was a painful pressure. Therefore for 
ordinary clinical work and for the purposes of one’s 
notes he recommended the smaller apparatus of 
Dr. Leonard Hill, which gave a sufficiently accurate 
record. But if one wished records for publication 
or for research one must use the most accurate 
methods, which implied the use of the bag with a 
wide armlet, namely, a modified form of Riva- 
Rocci apparatus. With regard to the question of 
the method of recording blood-pressure the column 
of mercury was the standard. Other instruments, 
which were calibrated against a column of mercury, 
might vary afterwards, but the mercury standard 
did not. He therefore regarded the modified 
Riva-Rocci as the most accurate method of record¬ 
ing the pressure. And if one had other and more 
convenient forms, it was necessary to remember 
the need for periodical comparison with the column 
of mercury, as Sir Lauder Brunton had pointed 
out. He was glad to hear Dr. Oliver refer to the 
question of diastolic pressure, as that feature had 
been rather neglected in the discussion. For 
purposes of research he was quite sure that that 
was what most required investigation with regard 
to the blood-pressure. For purely clinical purposes 
at the present time the systolic blood-pressure 
probably sufficed, but to-morrow it might be found 
that the diastolic pressure was very much more 
important than the systolic. Obviously the latter 
did not tell one exactly what the blood-pressure 
was. What the physician wished to know was the 
mean pressure in the arteries, and that could only 
be ascertained by recording both the systolic and 
the diastolic pressure. For the latter he knew of 
no method whose accuracy could compare with 
that advocated by Dr. George Oliver—the auscuL- 
tatory method. It gave a perfectly defined point; 
and halfway between that point and the point 
where the sound disappeared one had the pressure 
which corresponded with the point of maximum 
pulsation of the arteries, which had heretofore been 
taken as the diastolic pressure, but was really the 
mean pressure. One thing which had been claimed 
for the difference between the systolic and the 
diastolic pressure had not been mentioned in that 
discussion, but was incidentally alluded to by 
Dr. de Havilland Hall, namely, that it was sup¬ 
posed to indicate the strength of the heart-beat. 
It did so to some extent, because difference was 
largely a question of the force with which the heart 
threw the blood out of the ventricle. Still, it was 
not very important to know the force of the cardiac 
beat at any one moment; what was of much more 
importance was to know what power the heart 
possessed to meet the demands made upon it; in 
other \vords, the physician wished much more to 
know what reserve power the heart had. which was 
best measured by what the patient could do without 
discomfort. Another point, which had not so far 
been alluded to, was what surgeons were now dis¬ 


cussing, the question of shock. He did not know 
whether that had yet been settled, but it had been 
claimed by various observers that shock was, to a 
very large extent, due to the bleeding of the 
organism into the splanchnic area. Whether that 
was the whole of shock or not was another matter, 
but it was important to remember that the blood- 
pressure depended to a very large extent upon the 
condition of the splanchnic area. One could 
demonstrate that very strikingly by injecting 
adrenalin into the peritoneum after the abstrac¬ 
tion of ascitic fluid. If one took the blood-pressure, 
as he had done in one or two cases during the • 
extraction of fluid, ih cases of ascites, it would be 
found to fall steadily, and on injecting adrenalin 
into the peritoneal cavity the pressure w'ould sud- 
denly mount up, and this rise would be followed 
by a gradual fall, because the effect of the adrenalin 
did not last long. It contracted the arteries, 
and the experiment demonstrated the very impor¬ 
tant part played by the splanchnic vessels in the 
maintenance of blood-pressure. He had been 
able to completely confirm the point mentioned as 
to the extraordinary difference in cases of aortic 
regurgitation of the pressure in the arm and in the 
leg, observed in the ordinary way by compressing 
the limb until the disappearance of the pulse at the 
wrist or the ankle. He had not had an opportunity of 
testing this on a patientjof his own, but Dr. Rolleston 
kindly allowed him to examine one of his cases at 
St. George's Hospital, and in that patient the 
difference was 160 mm. of mercury, t. e. the pres¬ 
sure in the arm was 150, and that in the leg over 
300 mm. The patient was a man about thirty 
years of age. 

Dr. F. W. Price : While greatly appreciating the 
privilege of taking part in this discussion, I should 
have preferred speaking pn the subject of blood- 
pressure a year or two hence, as I should have 
liked to entirely confine my remarks to the result 
of investigations in which I am at present engaged. 
These investigations, however, are as yet not nearly 
completed. At the outset of my remarks, may I 
be permitted to say that in my opinion there is a 
real danger of coming to unjustifiable conclusions 
from blood-pressure measurements as usually taken 
in the human subject. With the greatest diffi¬ 
dence, may I suggest that it is possible, indeed 
probable, that a good deal of what is commonly 
believed by clinicians in regard to blood-pressure 
measurements in man, does not rest upon abso¬ 
lutely reliable or proved data, and therefore is not 
warranted. It seems to me that many more scries 
of investigations, conducted at the bedside, accord¬ 
ing to the methods of exact analysis, and not those 
of mere generalisation, are necessary before the 
subject can be put on to a proper footing. I should 
like to group my remarks under two headings : 
First, mere beliefs or impressions which I have 
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gathered from my experience in a general way; 
and secondly, some results of my investigations at 
the Mount Vernon Hospital for Diseases of the 
Chest during the last two or three years. As a 
preliminary, let me say that the sphygmomanometer 
which I always employ h Martin's modification of 
the Riva Rocci. The first point I should like to 
mention is that I am very sceptical of the value of 
the readings of the diastolic pressure. The reason 
why I cannot see how what is called “diastolic 
pressure” can have any true meaning is that the 
pressure during diastole is a continuously falling one, 
and suppose, for example, it falls from 160 down to 
8o, it is impossible to take it any particular time 
during that fall. Therefore it seems to me that 
the interpretation of diastolic pressure from the 
oscillation of the mercury, or from the cessation of 
the sound in the artery, is purely arbitrary, and not 
based upon any reliable data. Consequently my 
practice is to take the systolic pressure- only. 
Another point—and in regard to this, the conclu¬ 
sion I have come to is based upon a very large 
number of observations. I now confine my obser¬ 
vations to patients either with a regular heart j 
action, or with only an occasional irregularity— j 
that is, where there are periods of regularity of j 
sufficient length during which to take measure- j 
ments. It seems to me that in hearts with a com- | 
pletely irregular rhythm—in other words, in cases 
of auricular fibrillation—where there is a constant 
variation in the strength of the pulse-beats, the 
pressure in the air-bag will obliterate some 
of the beats and may not obliterate some 
other beats, and as the beats come through 
in an irregular fashion, in my opinion it is impos¬ 
sible to get a figure that actually represents the 
condition. A third point: I think the . normal 
blood-pressure has a wider range of variation in 
different individuals than we are apt to believe. 
Therefore, in my opinion, we should be very l 
cautious in arriving at the conclusion that a blood- j 
pressure outside what is supposed to be the normal 
limits necessarily indicates a diseased state. Some 
people are perfectly healthy with a pulse of 6o, and 
others with a pulse of 8o. It seems to me that 
the same principle holds good in regard to the 
blood-pressure. If that be so, 1 think it is impor¬ 
tant that we should make inquiries in regard to 
two points: (i) What was the patient's usual 
blood-pressure previously—in other words, is there 
a persistent and considerable rise or fall from what 
we know was the patient's usual blood-pressure; 
and (2) are there any other symptoms or physical 
signs than a supposed abnormal blood-pressure, 
such as headache, shortness of breath or other 
indications of cardiac failure, or of renal disease; 
in other words, we should be careful not to draw 
hard and fast conclusions from blood-pressure 
readings alone. A fourth point: In some people, 
though not in many, I have found considerable 


fluctuations in the blood-pressure from day to day. 

I am not now referring to the variations associated 
with meals, physical exertion or mental states, but 
to diurnal variations which appear to be quite 
independent of these. At the present time I have 
under my care at the Mount Vernon a middle-aged 
man, with a blood-pressure of about 150, in whom 
there is moderate thickening of the vessel-wall, a 
slightly enlarged heart, but no evidence of kidney 
disease. He .has been in the hospital since 
January, and I kept him in bed fo* many weeks, 
and took his blood-pressure myself with the same 
instrument, at the same time, and under precisely 
the same conditions nearly every day. There have 
been not very infrequent variations, up to 26 mm. 
of mercury. Now, if that be so, we should be very 
careful in coming to conclusions in regard to the 
action of drugs on the blood-pressure in man. It 
should be remembered that the changes observed 
after the administration of a drug in disease may 
be due to the natural course of the malady. 
Furthermore, we should always remember that 
many of our beliefs in regard to the action of 
drugs rest only upon experiments upon animals, 
and animals which are in normal health. Now the 
experimentalist, in order usually to get his results 
within a few hours, usually employs extremely large 
doses. Also, the reaction of the drug depends 
upon the nature of the lesion. For these reasons, 
although it may be proved that a particular drug 
has certain action on a healthy animal, it does 
not necessarily follow that it has the same action 
on a human being with a diseased condition. 
In this regard, I should like to refer to the 
supposed action of digitalis on the blood- 
pressure in human beings. It is practically uni¬ 
versally believed that it raises it by causing arterial 
constriction. Therefore in practice the custom is 
to either avoid the drug altogether or to give it only 
with great caution in cases of supernormal blood- 
pressure. Now, as far as I have been able to 
ascertain, this belief rests upon experiments on 
animals, with the exception of Sir Lauder Brunton's 
observation with the sphygmograph, and not with 
the sphygmomanometer, upon himself—having, I 
presume, a normal heart. For the last three years. 
I have been associated with Professor Cushny and 
Dr. James Mackenzie in conducting at the Mount 
Vernon Hospital a series of investigations dealing 
in detail with the action of digitalis on the cardio¬ 
vascular system in man. The accuracy of our 
blood-pressure observations was repeatedly tested 
by the employment of the polygraph, aiid of Koroth- 
loffs auscultatory method instead of the finger. 
Measurements were taken in sixteen cases with a 
regular heart action, as a rule in each case over a 
prolonged period. The cases were seven cases of 
mitral disease, eight cases of mitral and aortic 
disease, and one case of cardio-sclerosis and arterio¬ 
sclerosis, with a supernormal blood-pressure. In 
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our observations, even although the drug was 
pushed and caused vomiting and heart irregularities, 
an appreciable rise of blood-pressure was observed 
in only one case, namely in a case of aortic disease 
and mitral incompetence in which a rise of blood- 
pressure, equal to about 20 mm. of mercury, with 
no increase in the pulse-rate, occurred during the 
administration of the drug. I am continuing the 
observations in other cases. If our earlier results 
are corroborated it would appear that the fear of 
administering ^digitalis in cases of supernormal 
blood-pressure is unfounded. In regard to some 
other results of my investigations on the action of 
drugs on blood-pressure in the human subject, they 
tend rather to shake one’s faith in regard to the 
permanent and even temporary effect of drugs. I 
will mention only a few cases. * 

A case of malignant endocarditis with a blood- 
pressure of about 100, and two cases of pulmonary 
tuberculosis with a normal blood-pressure. Hypo¬ 
dermic injections of strychnine up to T V gr. ad¬ 
ministered, and measurements taken every few 
minutes for an hour. No appreciable rise in blood- 
pressure or increase in the pulse-rate. 

A man with mitral disease and blood-pressure 
of 120. Large dose of ery. tet. given; measure¬ 
ments taken every ten minutes for three hours. 
Result negative. 

A man, aet. 52 years, with moderate thickening 
of the vessel-wall, slight enlargement of the heart, 
and blood-pressure of about 150. Guaranteed pure 
sodium nitrate obtained from Mr. Martindale, com¬ 
mencing with i-gr. doses and increasing to 10 gr., 
three times a day, given with negative result. 

A woman, aet. 63 years, with a considerable 
thickening of vessel-wall, a moderately enlarged 
heart, evidences of chronic interstitial nephritis, 
and a blood-pressure of 200. Ery. tet. up to 3 
gr. three times a day, and later iodide of potassium 
up to i-drm. doses three times a day, given with 
no appreciable fall. Measurements every few 
minutes after individual doses of the ery. tet., 
and also after gr. nitro-glycerine, with a negative 
result. 

And lastly, a case of chronic interstitial nephritis, 
great enlargement of the heart, vessel-wall not 
unduly palpable and blood-pressure over 250. 
After venesection to the amount of 30 oz. the 
blood-pressure fell about 30 mm., but began to 
rise again in the course of a few days. 

I should very much regret if Fellows drew the 
conclusion from my remarks that my opinion is 
that the sphygmomanometer is not of great value in 
general practice. On the contrary, I believe it is. 
But it seems to me w r e must be very careful not to 
exaggerate its value. Also, in my opinion, there 
is great need for much further scientific obser¬ 
vations in man. 

l)r. Des Voeux said the chief remark he wished 


to make was that he had encountered many patients 
whose life had been made miserable by having 
their blood-tension recorded. He had in mind 
half a dozen patients whom he had seen in the 
last year, and whose blood pressure, measured on 
many occasions, did not exceed 160 mm., and who 
in consequence of those records had been directed 
to live the lives of invalids. Yet their lives, as far 
as he could make out, were perfectly good, only 
they had had the misfortune to come across 
members of the profession who had become im¬ 
pressed with the importance of blood-pressure tests. 
Two such had felt compelled, in consequence, to 
winter in foreign countries, and naturally they had 
developed symptoms as a result. He had had 
under observation in the last five or six years a lady 
who had had cerebral attacks of the nature of apo¬ 
plexy, V. e. attacks of aphasia and slight paralysis, 
in which attacks she had fallen dowm. Her son, 
being a doctor, had been able to furnish the blood- 
pressure readings on most days for nearly four 
years, and the pressure had varied between 170 
and 140 or 120 mm. He had.known it vary as 
much as 20 mm. in an hour. But very shortly 
after these attacks her blood-pressure had always 
fallen to what was her normal, i. <?. 130 to 140 mm. 
She was a very nervous woman, and he did not 
think the attacks had been the result of increased 
blood-pressure, but that her blood-pressure had 
risen during or immediately after the attacks owing 
to the state of nervous excitement which resulted. 
He thought the attacks were probably due to throm¬ 
bosis. She was now eighty-seven, and was ap¬ 
proaching the end of her days, as she had a 
malignant tumour in the abdomen. But her death 
was not likely to ensue from high blood-pressure. 
He thought it was in season to protest in such a 
discussion against so much stress being laid upon 
the readings obtained by using the sphygmomano¬ 
meter, because he saw so many people who had 
been made wretched through the restriction of 
their lives and the gloomy prognosis given by the 
physician owing to such readings. He would like 
to prohibit anyone from being treated for high 
blood-pressure during the next five years. Unless 
he found a patient with a reading of over 180 mm. 
he paid very little attention to it. A gentleman, 
aet. 70 years, died that morning after defaecating, 
and ever since the speaker had attended him he 
had had a blood-pressure which was never below 
190, and was sometimes ai high as 220 mm. He 
had been very ill, had had advanced liver disease 
and advanced heart disease, as well as kidney 
disease ; and yet, in spite of his high tension, he 
had lived a fairly normal life until three or four 
days ago. As late as four days ago he went out to 
luncheon. 

Dr. O. K. Williamson said it was neces¬ 
sary clearly to bear in mind what it was that 
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the manometer reading really indicated by the 
method of circular compression (that usually used). 
Dr. William Russell had taught for many years 
past, and Dr. George Oliver had also adduced 
reasons in favour of the fact, that besides the 
pressure of the blood within the vessel at the site 
of compression, the reading was also largely 
influenced by the resistance of the vessel-wall. A 
few \ears ago at a meeting of the Royal Society of 
Medicine he (Dr. Williamson) furnished clinical 
proof that this was the case. The next question 
which presented itself was this : Was this heighten¬ 
ing of the manometer reading owing to resistance 
of the arterial wall due to permanent structural 
change in the wall of the vessel or to spasm 
of the muscular coat ? It was, perhaps, generally 
believed that it was mainly due to the former, 
but there was no doubt that spasm of the 
muscular coat was the all-important factor. The 
instrument could not enable us to say what 
proportion of the reading was due to blood- 
pressure and how much to arterial resistance, and 
it was only by the use of the trained finger in 
addition to the sphygmomanometer that it was 
possible to arrive at an approximate estimate of the 
relative values of these two factors. To illustrate 
the importance of this point in every-day practice 
he would take the case of a patient who had had 
such cerebral symptoms with perhaps hemiparesis 
as often precede an actual hemiplegia. If the 
manometer reading should be high the medical 
attendant would, if he regarded the reading as one 
of mere pressure, exhibit active hypotensive medi¬ 
cation ; nevertheless it frequently happened that 
the element of arterial resistance loomed large in 
such a case, and that this was the factor which 
caused the reading to be high, whilst the actual 
blood-pressure was not above normal, in fact that 
what was to be feared was not a cerebral haemor¬ 
rhage but occlusion from thrombosis of a branch 
of the middle cerebral artery, and that therefore 
stimulant treatment was urgently needed. Here 
was a typical instance of the way in which recog¬ 
nition of the factor of arterial resistance would 
make all the difference between successful treat¬ 
ment and disastrous failure, and it was scarcely 
too much to say that the use of the sphygmo¬ 
manometer to him who did not recognise this factor 
was not merely futile but a positive source of 
danger. Perhaps the most accurate way of read¬ 
ing the diastolic pressure was by the auditory 
method introduced into this country by Dr. Oliver. 
In private practice the armlet method was unsatis¬ 
factory, and he found that Dr. Leonard Hill’s 
small. wrist bag used with a portable aneroid 
manometer was far more convenient and less 
disturbing to the patient. 

Dr. Lavis (Vittel, France) remarked that it was 
too late to attempt to deal with many of the im¬ 


portant points which the interesting paper suggested, 
and he thought that if the subject had been divided 
into sections its consideration would have been 
more easy than listening to papers. Different 
mechanisms for registering blood-pressure had 
been discussed, but it would have been more 
serviceable if the interpretation of the readings had 
been given more attention. Some of the speakers 
said that the systolic—or what he would call the 
maximum blood-pressure—was the most important. 
Dr. Russell stated that the diastolic % was the more 
important, and he was inclined to agree with him. 
An interesting paper was published a short time 
ago by Dr. Linnard giving a long and carefully 
observed series of blood-pressures of children, 
which, up to the present date, the profession knew 
practically nothing about. The author concluded 
that the minimum pressure was of more impoitance 
than the maximum, and that still more important 
was the pressure of the interspace or the inter- 
pressure between the maxima and the minima. It 
was impossible to go into the question of how 
maxima and minima were interpreted, owing to the 
lateness of the hour; but there was a third element. 
He often took fifty or a hundred observations on 
blood-pressure a day, and last year he devoted 
himself principally to the oscillometer. He had 
experimented with the sygmo-signal, which was 
based on much the same principle as Oliver’s 
auscultatory or visual method of recording below 
the compressed artery. What the results would 
give it would be difficult to say. But a point 
which had been neglected was an explanation of 
what was meant by hypertension; more accurate 
details were wanted about that. He looked upon 
hypertension in much the same way as he looked 
upon a cough, namely, that it was a symptom. He 
was satisfied, from hisexperience, that a largeamount 
of the hypertension observed was due to arterial 
and capillary spasm of toxic origin. It was of no 
use to drug such patients, because by that means 
one introduced another toxic substance to expel 
the one already there. By washing out such 
patients there was produced a fall in the capillary 
tension, because the flux became normal, or 
approached it. Such patients had variable symp¬ 
toms associated with kidney and heart. How to 
pick out those cases by observation was a matter 
which required careful study, and he believed such 
study would furnish important information as to 
what was meant by high blood-pressure. 

Dr. de Havilland Hall said that the hour 
was so late that he did not feel justified in attempt¬ 
ing anything like a reply to the discussion, which 
had been a most valuable one; he would content 
himself with congratulating the Society on the 
debate, and expressing his own satisfaction that his 
paper had been the means of eliciting it. 

August 2 6th, 1912. 
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SIX CLINICAL LECTURES* 

ON 

THE DIAGNOSTIC VALUE OF 
SENSORY CHANGES IN DISEASES 
OF THE NERVOUS SYSTEM. 

By HENRY HEAD, M.D., F.R.C.P., F.R.S. 


Lecture I. 

In the course of these lectures I shall attempt 
to describe the diagnostic points, which have 
emerged from a long series of researches on sensa¬ 
tion, carried out during the last ten years. I 
should have no difficulty in laying before you a 
consecutive account of the scientific side of these 
researches, for in its very nature all scientific 
knowledge is coherent. When, however, know¬ 
ledge is applied to the practical purposes of 
diagnosis, it ceases to be coherent and becomes a 
discontinuous collection of facts; diagnostic signs 
are the by-product of scientific research. Those 
of you who did me the honour to attend the Page 
May lectures earlier in the year heard the problem 
of sensation treated from the purely scientific point 
of view, and I shall now attempt the more difficult 
task of applying this knowledge to diagnosis in 
diseases of the nervous system. 

Changes in sensation are no touchstone to 
diagnosis, but must be correlated with other signs 
and symptoms, in the same way as percussion takes 
its place amongst the diagnostic procedures in 
examination of the chest. My only justification 
for devoting a set of lectures to the significance of 
changes in sensation is the extent to which, in the 
past, they have been neglected, probably in conse¬ 
quence of the difficulty experienced in their 
interpretation. 

* Delivered at the London Hospital. 
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If, for instance, a peripheral nerve was supposed 
to have been divided, the surgeon attempted to 
discover and interpret the results. He held firm 
anatomical convictions with regard to the distribu¬ 
tion of the nerve, and was certain of the func¬ 
tions it performed ; yet the consequent changes 
in sensation might be inexplicable on either 
his anatomical or physiological knowledge, and 
the results of his examination were completely 
unexpected. He therefore learnt to neglect 
sensory changes and pinned his faith on other 
more easily explicable signs. This was not only 
the case with diseases of the peripheral nervous 
system, but also with lesions of the cerebro-spinal 
axis. Every student amongst you knows how in 
certain cases it seemed impossible to obtain any 
useful results by examining sensation, and how j 
pleased you were to place something in your j 
records which would satisfy your chief. I want to 
show you that to examine into the state of the j 
patient’s sensation is as important, and as easily 
learnt, as the use of the stethoscope. I shall 
examine patients before you, and for this purpose ! 
shall use the simplest methods compatible with 
arriving at a diagnostic conclusion. For the pur- j 
poses of scientific research it would be absurd to j 
examine a patient in this lecture-room before a large l 
audience and with such simple methods as I shall ! 
employ. But we already know the significance of 
many altered states of sensation in consequence of 
research into the condition of selected cases 
of disease, and for diagnostic purposes we can 1 
therefore reduce our technical means of examination 
to the greatest simplicity compatible with accuracy, j 

Scientific research and diagnostic examination ! 
reveal two aspects of the same case ; the one 
requires that the cause of the conditions to be 
investigated should be accurately known before 
the phenomena can be usefully examined, ^whilst 
the other is intent upon discovering by the simplest 
means the cause of the patient’s diseased state. 
For this reason, as my object is to aid you in 
diagnosis, I shall use the simplest means of 
examination only, and shall demonstrate them as 
they arise in the course of considering the state of 
the patients before us. 

When we are dealing with the case where a 
peripheral nerve is supposed to have been divided 
it will be well to adopt the following scheme as the 
basis for our examination. 


[Sept. 4,1912. 


1 Scheme for Examining Cases of Disease of the 
Peripheral Nervous System. 

I. External appearances. 

Scars. 

Condition of the skin, nails and hair. 
Sweating. 

Trophic disturbances. 

II. Sensation. 

a. Spontaneous— c.g. numbness, tingling, cold¬ 
ness, etc. 

H. On examination— 

(1) Superficial touch. Cotton-wool (and 
von Frey’s hairs) before and after 
shaving. The line at which sensa¬ 
tion changes. 

(2) Pain. 

Prick—loss or over-reaction—line of 
changed sensation to the dragged 
point. 

Pressure pain (pressure algometer). 

(3) Thermal sensibility. 

(4) Deep sensibility. 

Pressure touch. 

Vibration of a tuning-fork. 
Recognition of posture and passive 

movement. 

(5) Localisation. Superficial touch, prick, 
pressure touch. 

(6) (Compasses). 

III. Motor system. 

Movements of muscles. 

Wasting. 

Electrical reactions. 

When examining a patient, who is supposed to be 
suffering from some injury to a peripheral nerve, 
you will first of all observe the external appearances, 
the situation of the scar resulting from the wound, 
any abnormal growth of nails or hair, unusual 
sweating or dryness of the skin, and the presence of 
ulcers, which are particularly liable to occur 
wherever sensation in the fingers is disturbed. 

Next we pass on to examine the changes in 
sensation. First of all, what does the patient say 
about his hand ? With most peripheral lesions, he 
complains that the hand feels abnormal, that it feels 
“numb” or “tender,” or becomes “painful” or 
“ dead ” in cold weather. 

Then test cutaneous touch. For clinical purposes 
stimulation with cotton-wool is usually sufficiently 
accurate; but for scientific examination some such 
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measured tactile stimulus as von Frey’s hairs are ' 
necessary, and I have therefore placed them in | 
brackets in the schedule. - When relying on i 
otton-wool, you must not forget that over hair- 
clad parts it produces a movement of the hairs, 
and in many cases it is necessary to shave the 
part under examination. If, for instance, the ulnar 
nerve has been divided, and the sensibility to prick 
has begun to return, the hairs on the back of the 
hand may respond when gently stimulated with j 
cotton-wool. But this sensation differs funda- | 
mentally from normal cutaneous touch, and, when j 
shaved, the skin becomes entirely insensitive to 
this stimulus. 

When testing for sensibility to prick, do not use j 
an ordinary pin, but choose one with a steel point. 
After working over the insensitive areas, determine 
the line at which sensation changes when the point 
is dragged gently across the hand from normal to 
affected parts; for, as soon as the abnormal area is 
reached, the patient may withdraw his hand sharply 
and show obvious signs of excessive discomfort. 
Phis line of change to pricking usually corresponds 
to the border at which sensation to cotton-wool is | 
gravely diminished or lost. i 

Next, you must investigate whether or no the j 
patient can appreciate painful pressure. For this ; 
purpose we use Cattell’s algometer in all cases 
where accurate measurement is required. But for j 
clinical purposes this instrument is not usually 1 
necessary, and you will come to a sufficiently j 
correct conclusion by pressing firmly with a blunt j 
point, such as that of a pencil-holder, hard enough 1 
to produce pain over normal parts of the body. i 

We employ silver tubes in all attempts to measure 
defects of thermal sensibility, but for clinical pur¬ 
poses glass tubes suffice, provided the temperatures 
used are sufficiently wide apart; in their absence 
two thin tumblers with flat bottoms, one filled with 
warm, the other with cold water, may be adequate j 
to reveal defective appreciation of heat and cold. , 

The importance of deep sensibility from a dia- j 
gnostic point of view has not been adequately 
recognised by clinicians. First of all, we must 
determine whether a pressure-touch can be appre¬ 
ciated and localised correctly ; this power is entirely i 
independent of cutaneous sensibility, and a light tap j 
or gentle pressure with a pencil may be recognised, | 
although cotton-wool may arouse no sensation. 
Next, if possible, you should discover whether the J 


patient can recognise the vibration of a large 
tuning fork. I am aware that you will not carry 
this instrument in your bag, but when working in 
a hospital the diagnostic value of this test is so 
great that it should always be at hand if required. 
The power of recognising the vibrating fork is a 
distinctive function of deep sensibility in lesions of 
the peripheral nervous system, and a valuable 
means of investigating the condition of the posterior 
columns in disease of the spinal cord. 

To test the recognition of posture and passive 
movement, take the patient’s finger between your 
forefinger and thumb and move it into some fresh 
position ; then ask him to indicate with the same 
finger of his normal hand the position into which 
the affected finger has been placed. Or, if we 
wish to test his power of recognising passive move¬ 
ment, he is told to move his* normal finger simul¬ 
taneously and in the same direction as that of the 
affected hand. 

Next, it is well to determine the accuracy with 
which a prick, a superficial touch, and painless 
pressure can be localised. Such determination is 
of extreme importance from the scientific aspect, 
but is of less diagnostic significance. 

Then we pass to the compass test, which is one 
that you will probably not use often under the 
conditions of daily practice. But it becomes of 
increasing diagnostic value the nearer the lesion 
approaches the highest nervous centres, and a 
simple form of the instrument constructed by Dr. 
Holmes can be carried in the waistcoat pocket. 
In every case, however, the results of each examina¬ 
tion must be recorded in the following manner. 
The compass points are set at a distance from one 
another which is just above the threshold on the 
normal side, that is, at a distance such that the 
patient has no difficulty in recognising two contacts 
when the points are applied simultaneously. Ten 
single and ten double contacts are then made in 
irregular order, and the results recorded as follows : 

Normal part i) I Mi i ll l l l 

i*5 cm. 2 )ii i ll i i i I l 

Affected part i) 11 INI I v I I l 

15 cm. 2) XXX X xxxx X X 

Here every stroke signifies that the stimulus is 
rightly appreciated, whilst a cross represents a 
wrong answer. 

The points are then separated until all the 
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answers from the affected part are correct, or, if no 
threshold can be obtained, a record is taken with 
the points as far apart as possible. Under no 
circumstances must the patient be asked, “ Was 
that one or two?” Begin with the normal hand, 
so that he understands what is required of him, 
and then conduct the test without questions which 
confuse him and act as undesirable suggestions. 

After determining the condition of sensibility in 
cases of a lesion of peripheral nerves, we pass on to 
motion and the state of the muscles, not forgetting 
their electrical reactions. 

Case i. —Division of the Median Nerve and of 
many Tendons at the Wrist. 

Let us now examine this little girl,* who cut her 
left wrist with a piece of glass on December 23rd, 
1911. Notice first of all the wasting of the outer 
group of thenar muscles and the permanent flexion 
of the fingers. What is the cause of this flexed 
position ? Bend the wrist downwards and the 
fingers can be passively straightened, but, as soon 
as the wrist is extended, they can scarcely be 
opened at all, showing that passive movement is 
resisted by adhesions of the long tendons at the 
wrist. At the operation, performed on the night 
of the accident, all the tendons were found to be 
divided and were reunited with sutures. 

This division of the tendons has a profound 
effect on the nature of the loss of sensation, for 
with these tendons run the nerves which supply 
deep sensibility to the fingers. This little girl is 
therefore unable to recognise the position into 
which the two terminal joints of her index and 
middle finger are placed passively, and over the 
same parts is unable to appreciate the vibrations of 
a tuning-fork. Everywhere, except over these 
fingers, she can recognise touch with a pencil or 
other hard object and localises the contact with 
accuracy. Division of the tendons has caused loss 
of deep sensibility in the terminal phalanges of the 
index and middle fingers. 

The extent of the loss to cotton wool is shown 
on the annexed figure, and the patient herself, by 
drawing one of her normal fingers across the palm, 
can mark out this border exactly as the place at 
which “ the feeling becomes funny.” 

Sensibility to prick is lost over a much smaller 

* I owe the opportunity of showing this patient to the 
kindness of Mr. Warren. 


area, almost confined to the index and middle 
fingers. But, when testing with the pin, you will 
notice that she withdVaws her hand more violently 
when pricked over that part of the palm which lies 
within the area insensitive to cotton-wool. When 
i asked the reason, she says it “ hurts more ” on the 
affected than on the normal side. 

Thus we can conclude that, in this little girl, 
cotton-wool touches, representing cutaneous tactile 
sensibility, are not appreciated over an area on the 
palm and fingers representing the anatomical 
supply of the median. Pricking, which is the test 
for cutaneous painful sensibility, is appreciated 
j everywhere except over the index and middle 
j fingers, whilst deep sensibility is destroyed in 
1 consequence of the divided tendons over the 



Black in this figure represents the extent of the 
loss of sensation to pressure-touch, pressure-pain 
and the vibration of a tuning-fork, i. e. deep 
sensibility. The dotted area corresponds to the 
analgesia to prick. The line encloses the area 
insensitive to cotton-wool. 

terminal two phalanges of the same fingers. She 
illustrates, in fact, all the results which may be 
produced by a cut at the wrist dividing both the 
tendons and the median nerve. 

Case 2.— Division of the Median Nerve with 
Recovery of Deep Sensibility . 

To illustrate the loss of sensation produced by 
division of the median nerve without concomitant 
loss of deep sensibility, I have selected a young 
woman who cut her left wrist with glass on June 9th, 

1 1911. Six weeks later she was operated upon at a 
i cottage hospital ; the tendons were united and the 
median nerve sutured. 

All deep sensibility has now returned. There is 
no part of the hand where she cannot appreciate 
( the touch with a pencil or other hard object, and 
| she recognises everywhere the vibrations of a 
| tuning-fork. She can now tell whenever the joints 
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of the index and middle fingers are moved, and 
can imitate correctly with the normal hand the 
direction of the movement. 

But the loss of sensation to cotton-wool cor¬ 
responds exactly to the anatomical supply attributed 
to the median. The index and the terminal two 
phalanges of the middle fingers are analgesic to 
prick, and over the rest of the palm supplied by the 
median nerve she shows the over-response and 
violent withdrawal of the hand when pricked, so 
characteristic a feature of parts which are sensitive to 
prick but do not respond to cutaneous tactile stimuli. 

Here, then, is a case where sensation is lost to 
prick and to cotton-wool over areas of different 
extent, representing the two aspects of cutaneous 
sensation; but deep sensibility has recovered 
entirely in consequence of restitution of those 
afferent fibres which run with the tendons and 
muscular nerves. 

Case 3.— Division of the Ulnar Nerve below its 
Dorsal Branch * 

The next patient I shall show you illustrates the 
third form, which may be assumed by the dissocia¬ 
tion of sensibility. 

This child cut her wrist with glass on October 
10th, 1911. No tendons were injured, but Mr. 
Russell Howard found that the ulnar nerve had 
been severed just below the point at which it gave 
off its dorsal branch. The interossei are wasted 
and paralysed, and the hand is in the attitude 
characteristic of an ulnar lesion. 

From the palmar aspect, the little and half the 
ring fingers and the ulnar portion of the palm are 
insensitive to cotton-wool; this loss of sensibility 
diminishes gradually at the ulnar border of the 
hand, and is not present on the dorsum, except 
over the two terminal phalanges of the little 
finger (Fig. 2 b.). 

But, in spite of this considerable cutaneous 
tactile loss, sensibility to prick is scarcely dis¬ 
turbed at all. This is not due to recovery of 
sensation, but to the great overlapping of those 
nerve-fibres which subserve the impulses evoked 
by cutaneous painful stimuli. The dorsal branch 
is intact, and this is sufficient to render almost the 
whole ulnar area sensitive to prick, but not to 
endow it with cutaneous- tactile sensibility. 

* I owe the opportunity of showing this patient to the 
kindness of Mr. Russell Howard. 


From such cases it is evident that the sensory 
functions of the peripheral nerves fall into three 
groups, which may vary independently of one 
' another. 

(1) Deep sensibility, due to the afferent fibres 
which run with the nerves of muscles and tendons. 
So long as these fibres are intact, the patient will be 
i able to appreciate a pressure-touch and the vibra¬ 
tions of a tuning-fork. He can recognise the posi¬ 
tion into which the affected parts are moved 
| passively, and, if pressure is sufficiently severe, it 
will arouse discomfort, even though the skin is 
totally analgesic. 

The condition of deep sensibility varies inde- 



Fig. 2.—a. shows the loss to prick (black) and to 
cotton-wool (enclosed within a line) after division 
of the complete ulnar nerve, b. shows the loss of 
sensation in Ca*e 3, caused by division of the ulnar 
nerve below its dorsal branch. 

pendently of that of the skin. Thus, of two 
cases where the median nerve has been divided, 
in the one deep sensibility may be lost over the 
terminal phalanges of thejndex and middle fingers, 
whilst in the other way it may be entirely un¬ 
affected, the difference depending on whether the 
tendons have been divided or not. 

Most mixed nerves, however, carry these fibres 
from deep structures, and when such a nerve as 
the ulnar is divided, slight loss of deep sensibility 
can nearly always be discovered in the little finger, 
although no tendons have been injured. 

(2) Cutaneous tactile sensibility , usually spoken 
of as “ light touch.” The loss of this form of 
tactile sensation closely resembles in most cases 
the extent assigned by the anatomist to this injured 
nerve. Thus, on the hand, the anaesthesia pro¬ 
duced by division of the ulnar nerve occupies the 
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little and half of the ring finger together with the 
ulnar half of the palm, whilst injury to the median 
causes loss of sensation over the remaining radial 
half of the hand and fingers. 

Over these areas of defective sensibility the 
higher, more discriminative functions are also dis¬ 
turbed, such as the power of distinguishing the two 
points of the compasses when they are applied 
simultaneously. 

(3) Cutaneous sensibility to painful stimulation 
such as that of a prick. The extent of the anal¬ 
gesia of the skin produced by division of a peri¬ 
pheral nerve bears no constant relation to the loss 
of cutaneous touch (see Fig. 3). 

Moreover, the overlapping of those fibres which 
subserve sensibility to prick is much greater, at any 
rate on the hand, than that of the nerves of cuta¬ 
neous touch. For, if the ulnar nerve is divided 



Fig. 3.—Two cases of complete division of the 
median, and two of complete division of the ulnar, 
to show how the extent of the loss to prick (black) 
may vary independently of the extent of the loss to 
cotton-wool. 

below its dorsal branch, the tactile anaesthesia on 
the palm is identical with that produced when the 
whole nerve is divided, but the analgesia may be 
confined to the tip of the little finger only (Fig. 2). 

Therefore, in all lesions of the peripheral nervous 
system, there are, as I have shown you, three groups j 
of sensory functions, which may vary independently. | 
These functions are represented by deep sensory 
impulses, which pass away from the part by means 
of muscular nerves and nerves to the tendons; 
secondly, sensibility to light touch, represented by 1 
cotton-wool; and lastly, sensibility to prick. So j 
long as we have to deal with a peripheral lesion 
which is distal, that is to say, where the lesion is j 
near the hand or near the foot, as in the cases which 
I have shown you to-day, so long will the extent 
of the loss to cotton-wool invariably exceed the j 
extent of the loss to prick. But, whenever the 
lesion lies nearer to the central nervous system, 
these two become more nearly co-terminous, and 
finally, when you come to the posterior roots, the 


loss of prick exceeds the loss of sensation to cotton¬ 
wool (Fig. 4). The nearer the lesion lies to the 
central nervous system, the more definite and more 
extensive is the loss to prick ; the nearer to 
the periphery, the greater is the loss to cutaneous 



Fig. 4.—Lesion of the brachial plexus to show the 
co-terminous lpss of sensation to prick and to 
cotton-wool. 

touch. Thus, if a lesion is situated in the brachial 
1 plexus, the loss of all forms of cutaneous sensibility 
may be co-terminous. As soon as it lies on the 
central side of the plexus the loss to prick may 



Fig. 5.—Division of several cervical nerve roots. The 
loss of sensation to prick, here enclosed in a thick 
line, exceeds in extent that of the loss to cotton¬ 
wool (dotted). 

actually exceed in extent that of the loss of sensa¬ 
tion to cotton-wool (Fig. 5). In this way, a 
diagnosis of the position of the lesion can be made 
by noticing the relation between the extent of the 
loss to cotton-wool and the loss to prick. 

September 2 nd , 1912. 
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A CLINICAL LECTURE 

ON 

ACUTE POLIOMYELITIS. 

Delivered at the West London Hospital. 

By ARTHUR SAUNDERS, M.B., B.Ch., F.R.C.P., 

Physician to the Hospital. 

Before treating of this affection in detail, let me 
show you some typical cases of anterior polio¬ 
myelitis, or rather the effects of anterior polio¬ 
myelitis, for the active stages of the disease are 
over in a few days, and it is the resulting permanent 
paralysis that we usually have presented to our 
notice. Of the acute stages of the disease I shall 
have more to say later, but as patients have then 
to be kept completely at rest, it is in the wards 
themselves that their symptoms must be studied. 

Case i. —This little girl, now 3^ years old, was 
affected with paralysis at the age of two. For two 
days she had complained of pain in the right foot, 
and on the third morning she was unable to move 
or stand on the right leg. She has had no treat- | 
ment until her admission two months ago, when 
she was quite unable to walk. The right leg was j 
wasted, but not appreciably shorter than the left. 
The right knee-jerk was absent, and there was 
slight foot-drop. All the groups of muscles in the j 
lower leg—extensors, calf muscles, and the peroneal | 
group—showed the reaction of degeneration. Now j 
she can walk alone, as you can see, though there 
is still weakness of the right leg. 

She is a good example of how much may be 
done to improve the strength of the paralysed 
muscles even in neglected cases by massage, elec¬ 
tricity and resisted movements. 

Case 2. —This little boy, set. 8 years, has a 
shrunken right arm. At the age of eighteen j 
months both legs, as well as the right arm, became 
suddenly paralysed. Recovery has taken place in 
the legs, though the knee-jerks are still absent. 
The right arm remains blue, cold to the touch, 
wasted and paralysed. The muscles of the shoulder 
girdle and upper arm are more wasted than those 
of the lower arm. But little improvement is to be 
expected now in such a severe case after so long I 
an interval. 

Case 3.—In this little boy we have a slight case, 
which has made almost complete recovery under 
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j treatment. He is now four years old, and was 
affected with paralysis at the age of eighteen months, 
i The right leg alone was affected. It is now, as 
you see, apparently as well nourished as the left. 
The knee-jerk is present. He is able to walk 
well. The lad has been treated by a course of 
galvanism, massage, and resisted exercises. 

, Case 4.—Here we have a severe case in a boy, 
aet. 9 years, who was first affected when nineteen 
months old. The left leg is paralysed and wasted. 
The knee-jerk, as you see, is absent, though 
present on the right side. The wasting is very 
great. The extensors of the thigh are the least 
affected. He can, as you see, kick out well, but 
the leg swings back aimlessly from absence of the 
steadying action of the opposed flexor muscles. 
He gets about with the aid of a crutch, and with 
his leg bent and his great toe only on the ground 
makes what use he can of his paralysed leg 
muscles. 

Case 5.—I might mention, too, the case of a girl, 
<et. 9 years, lately in the wards, where the brain and 
cerebellum were chiefly effected—a case of polio¬ 
encephalitis. At the age of eighteen months she was 
ill for a month with u influenza/’ and when she got 
up she could not walk. On admission she was found 
to be very backward for her age, and there was 
marked inco-ordination on attempting to walk. 
The arms showed “ intention tremor ” on move¬ 
ment. The legs were not wasted, but showed 
spastic paralysis with exaggerated knee-jerks. On 
standing she tended to fall backwards and to the 
right. Although quite unable to walk on admis¬ 
sion, owing to the ataxia and weakness of her leg 
muscles, she improved considerably with massage, 
electricity and co-ordinated and resisted exercises, 
and before leaving was able to walk round her cot, 
though her mental condition remained as before. 

The disease which produces these various forms 
of paralysis is known as acute poliomyelitis, or 
acute anterior poliomyelitis, because it is the grey 
matter of the anterior horns of the spinal cord that 
is chiefly affected. The more popular name, 
“infantile paralysis,” is not so correct, for it is by 
no means infants alone that are affected. Nor 
does the term “anterior poliomyelitis ” completely 
represent the exact pathological condition, for both 
white matter and meninges are also frequently 
involved, and these in the brain as well as in the 
spinal cord. 
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When the brain is affected “ acute polio-ence¬ 
phalitis,^” or where both brain and spinal cord are 
attacked “ acute polio-encephalo-myelitis,” are 
descriptive terms which are also employed. 

The disease was recognised by Heine in 1840, 
and Medin described an epidemic of forty-three 
cases occurring in Stockholm in 1887. From 
these two investigators the disease is known on the 
continent as the “ Heine Medinsche Krankheit.” 
It occurs both sporadically and in epidemics. 
In this country it is always endemic, but of late 
years it has shown a tendency to appear locally in 
epidemic form, while in other countries severe and 
wide-spread epidemics have occurred. 

In 1905 and 1906 a severe epidemic occurred 
in Norway and Sweden, and from 1907 to 1910 
there was a wide-spread epidemic in the United 
States of America. 

Here in England, as you remember, the disease 
became epidemic last year in certain more or 
less restricted districts, and further outbreaks in 
the present year should the late summer be hot are 
very probable. This map shows the distribution 
of 154 cases, 34 of which were fatal, occurring 
from May to September, 1912, in an outbreak in 
the counties of Devon and Cornwall. This 
epidemic was investigated by Dr. Reece, of the 
Local Government Board. 

Another outbreak of some seventy-four cases, 
seven of which were fatal, took place during the 
summer months in Leicestershire and Nottingham¬ 
shire, and was investigated by Dr. Farrar, of the 
Local Goverment Board. This second map shows 
how very local an epidemic of this disease may be. 
Then again, in# Dorsetshire, a small epidemic of 
some sixteen cases of rather a mild type on the 
whole, and yet with two deaths, occurred in 
October last. 

Extensive epidemics have occurred at different 
times also in Germany, France, Austria and 
Holland, on the Continent, as also in America, 
Canada and Australia. The disease therefore is 
known widely over the globe as occurring in 
epidemic form. It is to epidemics that we owe 
much of our increased clinical knowledge of this 
disease, and not only because during epidemics it 
probably manifests itself in a greater variety of 
type, but because we are then frequently able to 
recognise instances of the disease which might 
otherwise easily be overlooked. 


! Slight cases with but transient symptoms, as 
well as severe cases resulting rapidly in death, 
might easily remain incorrectly diagnosed if 
1 occurring sporadically, but when in association 
| with undoubted cases of the disease their true 
j nature becomes readily recognised, 
j The disease in epidemics is usually severer in 
i type, the case fatality being high—some 22 per 
cent, in the Devon and Cornwall epidemic !—and 
| death taking place rapidly, 50 per cent, of the 
j fatal cases in the same epidemic dying in three 
j to five days, 90 per cent, under nine days. In 
| other epidemics the attacks have been of a much 
milder type, and in some a general resemblance 
of symptoms, e. g . the presence of sore throat or 
| diarrhcea, has been noted in those attacked. 

The infectiousness of the disease varies much, 
i It may be extremely low, as in the sporadic cases, or 
a very high degree of infectiousness may be mani¬ 
fested in certain epidemics. But though the 
1 average severity of cases is generally greater and 
the case mortality much higher in epidemic polio- 
I myelitis, the degree of infectiousness does not 
| appear necessarily to be associated with greater 
severity of type, and outbreaks have occurred of the 
disease in a comparatively mild form but yet 
' attended with rapid and wide-spread dissemination. 

It is especially in the warm summer months that 
cases of the disease arise, and it is from May to 
November, and especially from July to September 
; in the northern hemisphere, and from January to 
I April in the southern hemisphere, that epidemics 
| prevail. 

j Epidemic poliomyelitis is very liable to occur in 
rural districts and small towns, though the larger 
I towns may become affected also, but even where 
an outbreak takes place in urban districts it does 
not show any special tendency to spread, nor does 
it give rise necessarily in these cases to an extensive 
epidemic. It is therefore a disease of no great 
direct infectiousness, though no doubt it is trans¬ 
mitted from case to case by a definite specific 
: contagion. 

By far the greater number of cases occur in 
children, especially in those under six, and perhaps 
most commonly of all among those in the second 
year of life. Adults are far more often affected in 

I J 

epidemics than when the disease occurs sporadic¬ 
ally, and different epidemics have been specially 
characterised by variations in the age-incidence of 
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those attacked. In some it is the older children 
rather than the young that have suffered, while in a 
severe epidemic in the island of Nauru in 1910, 
reported by Muller, in which 700 cases occurred in 
a population of 2500, the majority of cases occurred 
in adults. Males are said to be somewhat more 
liable to the disease than females. 

The incubation period as observed in epidemics 
appears to vary as a rule from some one to four 
days, though in many cases it is undoubtedly 
longer. When the disease is inoculated into 
monkeys the first symptoms usually appear from 
five to fifteen days. 

In many instances the attack is attributed—as in 
the case of the little boy with the paralysed arm— 
to a fall, in others to a chill, or, as is so frequently 
the case with any illness arising in the latter half of 
the first or during the second year of life, to 
teething. 

It is, I think, quite possible that the greater 
functional activity of the motor centres of the cord 
at the time that the child is learning to walk and 
generally to use its limbs may render these centres 
more liable to disease, and also that a fall, by con¬ 
cussion of, or other slight injury to, the nervous 
system, may also act in the same direction. In other 
cases and in older patients there is little doubt that 
swimming or bathing has been definitely associated 
with the onset of the disease, and this both in 
sporadic cases and among those occurring in epi¬ 
demics. The lowering of the temperature asso¬ 
ciated with such pursuits acts probably as a 
predisposing cause by lowering the resistance of the 
body either generally or locally. 

The organism which may be presumed to be 
the actual infective cause of the disease probably 
enters the body in the majority of instances by 
the naso-pharynx or by the digestive tract. In 
bathing it is probably not introduced into the 
body from the water—though this may conceivably 
take place—but is already present in the nasal 
passages (or digestive tract), and with the lowering 
of the resistance of the body finds suitable sur¬ 
roundings in which to develop, multiply, and 
produce its toxins. 

Evidence goes strongly to prove that the disease 
in epidemics is spread from person to person, and 
that “ carriers ” of the disease exist who are per¬ 
fectly healthy, or who may possess it in an 
abortive or unrecognisable form. 
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The infectiousness of the disease, as I have said, 
presents great variability. Sometimes quite a slight 
and transient attack in one patient has resulted in 
further cases, while in other instances a child of 
susceptible age has slept in the same bed with a 
patient affected and has not contracted it, but in 
infection in this disease, as in others, the individual 
resistance is no doubt an extremely important factor. 
Multiple cases occurring in the same house are 
common in epidemics. In the Devonshire epidemic 
to which I have referred four cases in one house 
occurred four times, while in one instance there were 
six cases in the same house. Certain houses, too, 
appear to harbour the infection, and instances are 
recorded where the disease has broken out in the 
same house several years in succession. Contagion 
is undoubtedly spread by means of schools or 
other gatherings of children, country fairs and the 
like. Transmission has been traced also to milk and 
food, clothing, and the handling of papers. Its 
spread has been attributed also to dust, though this 
has by no means been proved, while flies, biting 
insects, fleas and harvest bugs have all had the 
transmission of the disease laid to their charge. 
The same disease occurs almost certainly among 
animals, and epidemics among them may also 
occur. Dogs, horses, pigs, cattle and sheep have 
all been known to be affected with a disease which 
closely resembles poliomyelitis as it occurs in man, 
while monkeys have been definitely infected by in¬ 
oculation from human cases. A closely similar 
disease appears also to occur in fowls. 

Symptoms. 

The onset of the attack is usually sudden ; it is 
quite rare for it to come on in a gradual or insidious 
way, the patient in the majority of cases being 
previously in prefectly good health. 

The first symptom is usually a rise of tem¬ 
perature, often to about 102° F., or even io 3°F., 
though usually not much higher. Afebrile cases 
may occur, while in other cases the temperature 
may rise to 104° F., and in certain epidemics a high 
range of temperature has been known to be 
present in the majority of cases. Associated with 
the rise of temperature is usually great prostration, 
with a feeling of great muscular weakness and 
extreme langour. Headache is usually a prominent 
symptom, but is perhaps not so severe as that 
which ushers in an attack of cerebro-spinal 
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meningitis—a disease which is liable to be confused, 1 
especially at its onset, with acute poliomyelitis- j 
The two diseases have, moreover, been occasion- j 
ally epidemic in the same district at the same time, j 
making the diagnosis in the early stages a matter of j 
considerable difficulty. 

The duration of the temperature is usually a few 
days only—from two or three days to a week. The 
severity of the attack does not correspond with the 
height or level of the temperature. Cases of high 
fever may result in but little paralysis or a paralysis 
that is but transient, while wide spread paralysis or 
a fatal issue may succeed a comparatively slight 
febrile disturbance. 

The thickly coated tongue often indicates from 
the first the severity of the gastro-intestinal disturb¬ 
ance. Nausea may be present, and vomiting at the 
onset is quite common, but here again, perhaps, 
not quite so severe or continuous as that which 
heralds in an attack of cerebro-spinal meningitis. 
Constipation is, perhaps, more common than diar- 1 
rhoea. Nasal and pharyngeal catarrh are often 1 
early symptoms, though, perhaps, as a rule not so 
marked as in influenza and cerebro-spinal menin- ; 
gitis. Still, nasal discharge or congestion of the ; 
naso-pharynx resulting in epistaxis are frequently ; 
met with, and it is not unusual for the catarrh to 
extend down the respiratory tract with the pro¬ 
duction of bronchitis or broncho-pneumonia. In ! 
the little boy that you saw to-day the illness was 
ushered in by an attack of pneumonia, and it was 
only when he was getting better from this that the 
paralysis of the leg was discovered. 

In certain epidemics sore throat has been speci¬ 
ally complained of, and the tonsils and pharynx 
have been found congested, with enlargement of 
the submaxillary lymphatic glands. Certain cases 
have been characterised by profuse sweating, and 
in certain epidemics of the disease a large number 
of cases have occurred in which sweating was a 
marked symptom. This disease it must be remem¬ 
bered, however, is very common in the second year 
of life—the time when a child is especially liable 
to rickets, to which this symptom may be largely 
due. Rashes are not so common in poliomyelitis 
as they are in cerebro-spinal meningitis, but flush¬ 
ing of the skin or a mottled erythema is frequently 
present. The tdche circbrale is usually well 
marked in the acute stage. Papular rashes, herpes 
or petechiae may also be met with. 


Nervous manifestations may be exhibited early in 
the disease before the onset of the typical paralysis. 
Irritability and restlessness are often present from 
the beginning. The patient is fretful, or is in¬ 
tolerant of being moved or interfered with. Instead 
of restlessness there may be drowsiness or extreme 
apathy, while in some cases the drowsiness of the 
day is followed by fretfulness, restlessness or de¬ 
lirium at night. 

Pain and tenderness are usually present as early 
symptoms and are often very severe. The pain 
is greatly increased on movement, and may be 
so acute that on the bed being approached the 
child will scream from fear of being touched. 
There is in these cases intense muscular hyper- 
sesthesia, and the skin, too, may be exquisitely 
sensitive to touch. 

Pain affects chiefly the limbs. It may be limited 
to the nerve-trunks, being especially severe, for 
example, over the muscuio-spiral groove, in the 
bend of the elbow, in the sciatic notch or in the 
popliteal space, or it may have a wider distribution 
to the muscles of the upper or forearm, to the 
perinaeal group or to those of the calf. Or it may 
be present in the trunk, neck or back. The spines 
of the neck or back are often extremely tender. 

Anaesthesia, numbness and analgesia, and, in 
certain cases, loss of temperature sensation* have 
all been noted, but are but rarely met with. 

In the acuter forms of the disease, as met with 
in epidemics, it is far commoner to meet with 
symptoms, truly meningeal in nature, than in the 
sporadic cases. Pain, stiffness and rigidity of the 
neck, sometimes followed by paralysis which quickly 
clears up, or rigidity of the muscles of the back, 
with retraction of the head or even marked opistho¬ 
tonos, may all be met with, and in association with 
this rigidity Kernig’s sign, which usually disappears 
later, may be found, though such symptoms are far 
commoner in cerebro-spinal meningitis than in 
acute poliomyelitis. 

Twitching of the muscles, strabismus, or nystag¬ 
moid movements of the eyes, tremor or irregular 
jerks may all be present, usually as early symptoms, 
while in younger children convulsions may, as in 
other acute illnesses, usher in the attack. 

The condition, and especially the changing con¬ 
dition of the reflexes is of great interest. In the 
early stages the knee-jerks may be increased, but 
later on these usually disappear on both sides, even 
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if but one side only remains permanently paralysed. 
In very slight cases the loss of one knee-jerk may 
be the only distinctive symptom present. Where 
the cerebrum crus or bulb alone are affected the j 
knee-jerk may be increased. In rare cases the 
knee-jerk is found to be increased in a leg definitely 
weak and wasted. 

The plantar and abdominal reflexes are fre¬ 
quently absent, though they, too, may be increased j 
in the early stages. j 

Affections of the sphincters are rare, but both 
retention and incontinence of the urine and j 
paralysis of the sphincter ani are occasionally met j 
with. j 

But whatever may be the nature and variety of j 
these early prodromal symptoms, flaccid paralysis, 
to be followed by wasting, quickly supervenes. It 
may, indeed, be present from the first; a child, 
for instance, may go to bed apparently in perfect 
health, to be found in the morning paralysed in one 
or more limbs, while quite commonly it is the 
paralysis which is the first symptom to attract 
attention to the serious nature of the illness. ; 

Sudden in its onset, it usually reaches its fullest ! 
extension in twenty-four to thirty-six hours and | 
then ceases to spread. From this point its chief | 
manifestations subside as a rule in a few days, i 
leaving certain limbs or groups of muscles paralysed, 
or partially paralysed, though recovery in this in- | 
terval may in some cases be complete. The 
muscles left paralysed become wasted and flaccid, 
and when tested electrically show the reaction of i 
degeneration, or may even show no response to the j 
current ftom either cell or coil. 

Clinical Varieties of Poliomyelitis . 

According to the part of the nervous system— 
spine, medulla, brain, nerves or meninges—chiefly i 
affected, various clinical Types of the disease have j 
been described. Wickman has arranged them | 
under the following headings, which are perhaps 
useful for the purposes of classification, though it 
must always be remembered that the prominent 
symptoms of one or more clinical types may fre¬ 
quently be present in the individual case. 

(i) Spinal type. —This, affecting chiefly the spinal 
column, is the most frequent of all. After a few 
prodromal symptoms, such as have been described, 
flaccid paralysis supervenes, followed by partial 
recovery of certain muscles, or groups of muscles, 
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but with permanent paralysis of others. Though 
the limbs are chiefly affected, the leg being attacked 
more often than the arm, permanent paralysis or 
paresis may be left of the muscles of the neck, 
back or abdomen. 

I have now attending in my out-patient depart¬ 
ment an interesting case in which the right leg and 
the left abdominal muscles are affected. When the 
child attempts to sit up, or when it coughs the 
weakened muscles of the left side of the abdomen 
are seen to be blown out from the increased 
abdominal pressure, presenting an appearance 
on that side like the abdomen of a frog. In 
other cases from paralysis of the occipital muscles 
the head may be thrown back and unable to be 
raised, or, again, the diaphragm, intercostal muscles 
or sphincters may be involved. 

(2) In the ascending type of spinal paralysis a 
close parallel is presented to cases of Landry’s 
paralysis. It is interesting to note that this same form 
of paralysis may occur also in rabies, with which 
acute poliomyelitis has somewhat close analogies 
both in its clinical and pathological bearings. In 
the case of ascending paralysis death often occurs 
from paralysis of the vital centres situated in the bulb. 

(3) In the bulbar type affections of the cranial 
nerves occur. The pupils may be dilated, and 
strabismus or nystagmus may be present. There 
may be difficulty in swallowing, or the floor of the 
mouth or cheeks may be drawn in or blown out 
with inspiration and expiration, and, like empty 
sails, flap to and fro, or there may be paralysis of 
the tongue or of the trapezius or sterno-mastoid. 
As in the ascending type, the case is liable to end 
fatally. 

(4) In the ejicephalitic type the grey matter of the 
brain is affected, and a spastic paralysis from a 
descending degeneration of the lateral columns 
may ensue. Mental deterioration from affection of 
the frontal lobes may be present. 

(5) The ataxic or cerebellar form is characterised 
by inco-ordination or by a tendency to fall back¬ 
wards or to one side. 

In the case of the child whom I mentioned at 
the beginning, both cerebrum and cerebellum were 
no doubt affected, resulting in mental impairment, 
spastic paralysis, ataxia, and a tendency to fall 
backwards and to the right. 

(6) In the polyneuritic form the resemblance to 
cases of multiple neuritis may be very close. 
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Herpes, probably from affection of the posterior 
spinal ganglia, may occur. Great pain on move¬ 
ment or tenderness on pressure over muscular or j 
nerve trunks may be present, or hyper-aesthesia or | 
more rarely anaesthesia of the skin. 

(7) In the meningeal form the meningeal sym¬ 

ptoms above referred to are especially present, and 
according to thesiteof inflammation maybe followed 
by cerebral or spinal paralysis. The diagnosis in 
this form may be very difficult from cerebro-spinal 
meningitis or other forms of meningitis (pneumo¬ 
coccal, tuberculous, syphilitic or septic). 1 

(8) Lastly, it is important *to recognise the 
existence of abortive forms with but slight tran¬ 
sient paralysis or without paralysis at all. Slight 
cases occur with fever, headache, malaise and 
slight passing rigidity of the neck without paralysis, 
or, as stated above, an absent knee-jerk may be the 
only indication of the real nature of the attack. 

Diagnosis. 

Although with the sudden onset of the flaccid ! 
paralysis diagnosis is not usually difficult, enough | 
has been said to show that in the early stages of the 
disease great uncertainty may arise. Before the 
onset of the paralysis the most important symptoms 
from a diagnostic point of view are-^ 

(1) The pain on movement; and 

(2) The pain and tenderness to touch and 
pressure. 

Where diagnosis is uncertain a lumbar puncture 
should be performed and the cerebro-spinal fluid 
examined. 

With cerebro-spinal meningitis, which may be 
epidemic at the same time, confusion is especially 
liable to take place, and many of the epidemics 
of acute poliomyelitis have been thought in the first 
instance to be cerebro-spinal fever. The meningeal 
symptoms which may be present in an acute case 
should not lead one to jump to the conclusion 
without further investigation that one has to deal 
with a case of cerebro-spinal fever. 

The chief points of difference between the two 
diseases may be compared in tabular form : 

Acute Poliomyelitis. Cerebro-spinal Menin¬ 
gitis. 

Symptoms. 

(a) Early ; 

(1) Fever lasts two to Fever prolonged, and in¬ 
seven days, quickly reaches termittent or remittent in 
height, then falls gradually. type. 


(2) Headache usually se- Headache very severe, 

vere, but patient rarely cries with sudden exacerbation, 
out. so that patient cries out. 

(3) Patient intolerant of Coma more frequent, 
interference, drowsy, but 

usually conscious. 

(4) Rashes uncommon ; Rashes and herpes more 

herpes rare. common. 

(b) Later : 

(5) Flaccid paralysis, Paralysis rare, except of 

usually of limbs, soon eye muscles. 

appears. 

(6) Meningeal symptoms Meningeal symptoms 

rare and less well marked. (rigidity,twitchings)marked 

(j) Knee-jerks often lost. Knee-jerks usually pre¬ 
sent, often increased. 

Lumbar Puncture. 

, (1) Cerebro-spinal fluid Cerebro-spinal fluid usually 

usually clear, and albumen turbid and albumen much 

only.slightly increased. increased. 

(2) Lymphocytes in fluid Polvmorphonuclears in 

I increased. fluid increased. 

(3) No micro-organism Meningococcus present, 

present; culture sterile. 

Histology (in Fatal Cases). 

(1) Meninges slightly Marked meningitis. Poly- 

inflamed ; lymphocytic morphonuclear infiltration 

infiltration of pia mater; of pia mater. Cerebro- 

cerebro-spinal fluid clear. spinal fluid turbid. 

(2) Inflammation of an- Spinal column not in¬ 
terior horns (poliomyelitis). flamed. 

Blood-count. 

Leucopenia with relative Leucocyte count is high, 
increase of lymphocytes. Relative increase of polv¬ 

morphonuclears. 

Epid em iology. 

Epidemics chiefly in sum- Epidemics chiefly in 
mer and autumn. winter and spring. 

Tuberculous meningitis may also cause a 
I difficulty in diagnosis. Here, too, the cerebro- 
spinal fluid is usually clear, and an increase of 
1 lymphocytes may be present. It may be possible, 
however, to detect the tubercle bacillus in the 
fluid from lumbar puncture, or tubercles may appear 
on the choroid, and be visible on ophthalmoscopic 
examination. Especially when catarrhal symptoms 
are present the diagnosis from influenza may be 
difficult, or in the early days of the illness before 
paralysis has set in it may be thought to be sun- 
| stroke, enteric fever, or septicaemia. 

As to the virus itself it has not been identified 
i nor rendered visible, but has been shown to be of 
j the “ filtrable ” type, for if an emulsion of the 
spinal cord from a fatal human case be passed 
through a Chamberland filter and injected into 
j monkeys, the disease is reproduced in them in 
! both its clinical and pathological features. It has 
| been shown to be infectious to monkeys when 
introduced in various ways—intra-cerebrally, sub- 
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durally, intra-peritoneally or intra-venously—also 
when injected into a nerve or into lymphatic glands. ! 

The disease has also been reproduced in the 
monkey through the respiratory tract by rubbing 1 
it on the mucous membrane of the nose after i 
scarification (Flexner and Lewis, Levaditi and 
Landsteiner), or by injecting it into or painting it 
on the nasal mucous membrane (Leiner and 
Wiesner), as also by injection into the trachea and 
by inhalation. Through the digestive tract it has 
been conveyed by introduction into the stomach 
through a stomach-tube, and by injection into a I 
loop of intestine. 

From a child that died of poliomyelitis, the 
attack beginning with acute argina, Landsteiner, 
Levaditi, and Pasteur transmitted the disease to ‘ 
monkeys by injecting emulsions of the spinal cord, 
tonsils, and pharynx, while injection of emulsions j 
from the brain, spleen, salivary gland and mesen¬ 
teric glands from the same case gave negative 
results. 

Mode of Infection . 

The fact that infection can be so readily con- j 
veyed to animals by means of direct application to 
the nasal mucous membrane, or by inhalation, as j 
well as its transmission in the above-mentioned 
instance from the tonsils of a child whose attack 
began with severe sore throat, when taken in ] 
combination with the frequent occurrence of sore I 
throat as an early symptom of the disease, and the 
onset of the disease in direct connection with 
bathing or swimming makes it extremely probable 
that the naso-pharynx is one of the most common, ! 
if not the commonest, site of the entrance of the 
virus into the system. In this connection it is also 
interesting to note that an attack of the disease has 
been known to have occurred — the paralysis 
affecting chiefly in this case the muscles of the 
back of the neck—two days after an operation for 
the removal of adenoids in a child. 

Pathological Anatomy . 1 

■ i 

The post-mortem appearances in fatal cases of 
poliomyelitis are definite and characteristic. j 

Macroscopically oedema and hyperremia of the j 
grey matter and meninges with haemorrhages into i 
the grey matter in acute cases can be seen. The . 
grey matter where affected has often a pinkish j 
hue. 


Microscopically the vessels of the meninges are 
seen to be dilated, and the meninges infiltrated 
with small round-cells. This infiltration is often 
especially marked in the neighbourhood of the 
anterior fissure of the cord and around the vessels. 

In the grey matter, especially of the anterior 
horns, the vessels are again much dilated, and 
many haemorrhages may be seen, while throughout 
its substance, especially in the dilated perivascular 
spaces and around the large anterior horn cells, are 
studded masses of lymphocytes. 

The cells of the anterior horns themselves show 
marked changes, becoming vacuolated, granular, 
and finally completely disintegrated, so that their 
outlines are no longer visible— neuronolysis . The 
masses of lymphocytes by which these cells are 
surrounded have, moreover, a phagocytic action, 
and the cells of the anterior horn may become 
entirely replaced by the infiltrating cells— neurono- 
phagia. 

Similar changes may be met with in the grey 
matter of the crura, the cerebellum, and the cere¬ 
bral cortex. But it may not be the grey matter 
alone that is involved ; the white matter also may 
be affected, though usually to a much less degree. 

For histological examination the cord and brain 
should be placed in a hardening solution of io per 
cent, formalin. If in a fatal case of suspected 
poliomyelitis it is desired to preserve a portion of 
the cord for animal inoculation, it should be placed 
at once in a mixture of glycerine i part, i per 
cent, saline 2 parts. j 

Treatment. 

The treatment of the disease must be considered 
both in its preventive and curative aspects. From 
the point of view of prevention the recognition of 
the infectious nature of the disease, limited though 
this maybe, has been all important, and its inclusion 
as a notifiable disease under the Infectious Diseases 
(Notification) Acts, as has been done locally in 
epidemics and recently in the County of London, 
so that prompt measures can be taken for the 
isolation and care of cases as soon as they arise, is 
undoubtedly a wise safeguard against its epidemic 
spread. When this takes place active co-operation 
becomes necessary between medical practitioners 
and the medical officer of health, minor cases 
of acute illness should be carefully investigated, 
while ample facilities should be possessed by the 
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sanitary authority for bacteriological investigation 
for diagnostic purposes in doubtful instances. 

Owing to the increased infectiousness of the 
disease in epidemics no child or person from an 
infected house should attend school or public j 
gatherings, while it may be necessary in certain I 
cases to close the schools altogether. 

Disinfectant gargles or sprays should be used 
during the acute stages for the throat and nasal | 
passages of patients and those who come into 
contact with them, and at the end of the illness 
the immediate surroundings of the patient should 
be disinfected. 

As to curative treatment the patient in the early 
stages should be kept warm, and in those cases 
where pain is present as still as possible. Aspirin - 
and opium have both been found of value for the j 
relief of the acute pain. It is in specific treat¬ 
ment, however, that the greatest benefit is probably 
ultimately to be sought. 

Immunity is conferred by an attack of the ; 
disease, for in man a second attack is unknown, i 
while animals which have recovered from an attack i 
are resistant to another dose of the virus (Flexner 
and Lewis). Animals have been immunised, too, 
by gradually increasing doses of virulent cord, and 
it is possible that a protective immunity might also 
be conferred upon man by some such measure. 

The serum of an animal immunised against 
poliomyelitis and the serum of both animals and 
human patients who have passed through an attack 
are capable of neutralising the virus in vitro. A 
certain amount of protection against infection can 
be conferred upon monkeys by the use of such 
immune serum (Flexner and Lewis), and the serum 
from patients who have recovered from an attack 
is also reported to have produced favourable results 
when injected into the subarachnoid space of 
patients affected with the disease. The cerebro¬ 
spinal fluid from a case that has recovered may be 
employed, too, in the same way. 

Although more is to be hoped for in the future 
from some such specific treatment of the disease, 
at the present time as good results are reported 
from the taking of urotropin by the mouth. If ; 
urotropin be administered by the mouth to monkeys 
it may be detected shortly afterwards by chemical 
tests in the cerebro-spinal fluid. If, to such a 
monkey, the administration of urotropin by the 
mouth is continued and the virus of poliomyelitis is 


injected into the nervous system, it is found that 
the incubation period of the disease is prolonged 
and that the onset of paralysis may be entirely 
prevented. Urotropin or helmitol may therefore 
advantageously be given in addition to serum 
treatment. 

Even in cases of the disease with extensive 
paralysis there is a tendency always to spontaneous 
recovery of those muscles less severely affected, 
and this given good grounds for the hope that any 
means which may have a neutralising effect upon 
the poison may aid in averting the wider spread of 
paralysis, or preventing such severe damage as may 
lead to the production of permanent paralysis. 

General nutritive and tonic treatment should not 
be neglected, and cod-liver oil, malt, the compound 
syrup of phosphates or hvpophosphites, strychnine 
and arsenic are all of value in the later stages. 

Electricity in the form both of faradism and 
galvanism, passive movement and resisted and 
co-ordinated exercises are of great value in restoring 
the nutrition and activity of the affected muscles 
and in the prevention of deformities. 

When these occur, mechanical supports, fixation 
apparatus, or the division or grafting of tendons 
may be required. 

Even after years of neglect it is remarkable how 
much may be done for the nutrition and restora¬ 
tion of paralysed muscles by carefully planned 
treatment. 

September 2 nd , 1912. 

From the clinical point of view, one of the most 
notable results of investigations on the internal 
secretions of the ductless glands lias been the intro¬ 
duction into therapeutics of an extract of the 
infundibular portion of the pituitary body. Such 
an extract, when injected intra venously or intra¬ 
muscularly, raises the blood-pressure and keeps it 
raised, acts as a stimulant of plain muscle, particu¬ 
larly of the uterus, slows and stiengthens the heart¬ 
beat and causes profuse diuresis. All these actions 
have been taken advantage of clinically, and the 
extract has been successfully used in shock, in post¬ 
partum haemorrhage and alter labour generally, in 
cases of intestinal paresis and atony following opera¬ 
tions, in typhoid and oilier fevers, and as a diuretic. 
In a large number of the successful cases recorded 
in the literature, the preparation used has been 
“Vaporole” Pituitary (Infundibular) Extract, a 
sterilised preparation issued by Messrs. Burroughs 
Wellcome & Co. This has hitherto been available 
only in quantities of i c.c., but for convenience in 
dosage it is now issued also in containers of 
0 5 c.c. 
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CLINICALIA. 

Extracted from the Clinical Journal. 

By F. W. LANGRIDGE, M.R.C.S., L.R.C.P. 

(1) 

The Education of Girls , 

or 

Cook v. Pianist. 

If the daughters of professional men, instead of 
being taught to play the pianoforte, were brought 
up to a course of practical cookery, their fathers 
would live longer, and they themselves would have 
a better chance of securing appreciative if gouty 
husbands. Jt is more profitable to feed the beast 
than to play to him. 

(“Gout and its Treatment/’ by William Murrell, 
M.I)., F.R C.P., ‘Clin. Journ./ vol. xxxiv, p. 86.) 

(2) 

The Best Drink for a Gouty Man. 

The best drink for a person of this description 
(a gouty man who refuses to go in for total 
abstinence) is whiskey well diluted, always sup¬ 
posing that he knows the difference between 
whiskey and silent spirit. The whiskey should be 
taken at meals only and at night. He should be 
an abstainer between meals, not merely between 
drinks. 

{Ibid.) 

(3) 

The Importance of Rectal Hemorrhage. 

Rectal haemorrhage should always be looked 
upon as a serious condition, and a careful examina¬ 
tion should in all cases be made to ascertain the 
cause. To tell a patient who complains of passing 
blood that he probably has piles and to give him 
some gall ointment is the most careless and slovenly 
mode of treatment, and the ordinary market-place 
quack could do as much. 

(“ Rectal Haemorrhage: its Causation and Treat¬ 
ment/’ by P. Lockhart Mummery, F.R.C.S., 
‘Clin. Journ./ vol. xxix, p. 379.) 

(4) 

Beware of a Full Bladder. 

As long as the possibility of the full bladder is 
not definitely excluded great caution should be 
exercised in making and especially in expressing a 
diagnosis. A distended bladder may be a great 
wrecker of reputations. 


(“Some Difficulties in Gynaecological Diagnosis,” 
by Arthur E. Giles, M.D., B.Sc.Lond., F.R.C.S. 
Edin., ‘Clin. Journ./ vol. xxix, p. 385.) 

(5) 

The Snare of the Loaded Rectum. 

A loaded rectum is another source of difficulty. 
Some swelling may be felt behind the uterus 
and vagina, and we must beware of believing 
j —and especially of saying—that there is a tumour 
there until a finger has been introduced into the 
rectum. A patient’s confidence in her medical 
attendant is shaken by the extrusion of her tumour 
' into the bed pan. 

{Ibid.) 

! ( 6 ) 

The Perennial Possibility of Pregnancy. 

Never assume that a patient cannot be pregnant 
unless you have yourself taken away her uterus 
and ovaries, and even then you had better • 
j examine to make sure. 

I {Ibid.) 

(7) 

Piles and Printer's Ink. 

As regards sufferers from internal haemorrhoids 
1 Mr. Cripps says: “ Always caution those people 
j about what paper they use. Let it be thin and 
smooth, and I believe that printer’s ink is harmful, 

| and they tell me that that is especially so in some of 
the Radical papers.” 

(“Some Points in Rectal Surgery,” by Harrison 
Cripps, ‘Clin. Journ.,’ vol. xxix, p. 40.) 

( 8 ) 

aperients as a Cause of Appendicitis. 

Referring to the apparent increased frequency of 
appendicitis Mr. Moynihan says: “ If there be an 
* increase may we not find its explanation in the 
greater attachment of the present generation to 
| aperients ? The columns of the daily papers, the 
| hoardings by the side of the road or the railway are 
insistent in their persuasion to us to take a pill, a 
potion, a syrup, or a bean. So a stern critic of our 
J own times, guided by these things in his judgment, 
might say of us that we were of a generation that 
seeks not ‘for light and leading but for laxatives.’ ” 

(“On the Treatment of Acute Appendicitis/' by 
B. G. A. Moynihan, M.S., F.R.C.S., ‘Clin. Journ./ 
vol. xxix, p. 410.) 
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(9) 

Two Great Difficulties. 

There are two things which it is very hard to get 
men to do ; it is very difficult to get a lazy man to 
work, but it is still harder to keep an energetic man 
quiet. 

(“ The Medicinal Treatment of Disease,” by Sir 
Lauder Brunton, M.D., F.R.S., ‘Clin. Journ.,’ vol. 
xviii, p. 6.) 

(10) 

The Importance of Open-air Exercise to the Gouty. 

In the case of middle-aged men in affluent 
circumstances it is difficult to get them to moderate 
their appetites and regulate their diet, but they 
will often accede to the suggestion of taking more 
exercise. For them motoring is good, but a long 
walk in the country every Sunday is better still, 
and will do much to keep down their gouty pro¬ 
clivities. Exercise in a close and stuffy gymnasium 
.is irksome and monotonous, and is soon abandoned 
after the not inconsiderable fee for the “course” 
has been paid. 

“ Gout and its Treatment,” by William Murrell, 
M.D., F.R.C.P., ‘Clin. Journ.,’ vol. xxxiv, p. 86.) 

(”) 

Lumps and Murmurs Diagnosis. 

To discriminate between nervous troubles and 
local diseases requires great tact and experience on 
the part of the medical man, and yet without such 
discrimination he may fail in his mission of cure. 
It will not do to dismiss patients in whose body 
no signs of a definite and significant character 
can be discovered—that is to say, no abdominal 
tumour, no pulmonary mischief, no albumen—on 
the ground of mere nervousness. Such rough and 
ready decision I often call “ lumps and murmurs ” 
diagnosis. No lump, no murmur, no albumen— 
no disease. You will agree with me that to 
practise medicine successfully we must carry 
diagnosis to a higher degree of refinement than this. 

(“ Some Neuroses,” by Prof. T. Clifford Allbutt, 
M.D., F.R.C.S., F.R.S., ‘ Clin. Journ.,’vol. xviii, 
p- 225.) 

( ,2 ) 

The Spur of the Thyroid Tablet to Fresh Effort. 

Among the more recent advances of medical 
treatment none has been more brilliantly success¬ 
ful than the treatment of cretinism, and when we 


sit, as did that famous prophet of yore, in despair 
upon a hilltop with our heads upon our knees, we 
are, I think, roused to fresh efforts by the sight of 
a small piece of thyroid tablet. 

(“Cretinism and Allied Conditions,” by F. J. 
Poynton, M.D., M.R.C.P., ‘Clin. Journ.,’ vol. xix, 

p- 295-) 

(13) 

Efficacy of So-called Remedies for a Disease in 
Inverse Proportion to their Number. 

You may take it as a rule that when an 
enormous number of remedies are recommended 
for any disease we do not know what the remedy 
really is. 

(“ Exophthalmic Goitre,” by W. Hale White, 

| M.D., F.R.C.P., ‘Clin. Journ.,’ vol. xxi, p. 2S9.) 

O4) 

Hoarseness and Pain , 
or 

The Reward of Virtue. 

As I pointed out the other day in the out- 
i patient room, the alcoholic ’bus-driver or the 
! syphilitic lady of the streets talk quite cheerfully in 
a husky voice, because the syphilis does not 
hurt them ; whereas the poor tuberculous patient 
: is apt to speak rather carefully, and during speaking 
! there are little swallowings and clearings of the 

J throat. 

I (“Hoarseness,” by StClair Thomson, M.I)., 
j F.R.C.P., F.R.C.S., ‘ Clin. Journ.,’ vol. xxx, p. 166.) 


| Rest in the Treatment of Heart Disease. 

! And last, but not least, rest. I say “ last, but not 
least, rest,” and I am always tempted to utter the 
| paraphase : “ Now abideth diet, drugs, rest, these 
1 three, but the greatest of these is rest.” 

(“The Treatment of Chronic Cardiac Disease,” 
, by F. J. Wethered, M.D., F.R.C.P., ‘ Clin. Journ.,' 
vol. xxvi, p. 193.) 

(16) 

Diseases i without a Morbid Anatomy. 

Now diseases without a morbid anatomy are 
notoriously unsatisfactory to deal with, and are 
apt to be classed off-hand as “ functional,” from 
1 which it is but a short step to speak of them as 
| due to a neurosis. 

(“ Muco-membranous Colitis,” by Robert Hut- 
j chison, M.I)., F.R.C.P., ‘ Clin. Journ., 5 vol. xxx, 

! p-193 ) 
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A Clinical Lecture delivered at St. Bartholomew’s 
Hospital. 

By W. McADAM ECCLES, M.S. 

j We have had recently in the wards several cases 
| of synovitis of the knee-joint, and as this is one of 
j the most common joint lesions to be met with in 
i practice, I think that a brief consideration of some 
features connected with it might well occupy us 
this morning. 

Definition. — Synovitis may be defined as inflam¬ 
mation starting in and chiefly affecting the synovial 
membrane of a joint. A joint does not consist 
i merely of synovial membrane; just as a bone, for 
j instance, consists of earthy matter and soft tissues, 
so a joint has ligaments and cartilage, and deep 
to the articular cartilage, compact bone. In in¬ 
flammation beginning in the synovial membrane 
of a joint, therefore, many of the structures entering 
into the joint sooner or later may become involved. 

Anatomy of knee-joint —The distribution of the 
synovial membrane in the knee-joint is of im¬ 
portance. It should be clearly understood that the 
synovial membrane does not cover the articular 
cartilage. The bones in a typical joint are linked 
together by ligaments, for example, the internal 
and external lateral ligaments. In a section 
through a joint it will be seen that the synovial 
membrane comes to the edge of the articular 
cartilage, but does not pass over its surface. It 
lines the inner surface of the ligaments, and the 
joint cavity is completed by the articular cartilage. 
The cavity of the knee-joint is the largest joint 
cavity in the body, but it will not hold in the 
normal adult joint more than 2 oz. of fluid. In 
some cases of hydrops articuii, where the synovial 
membrane has become much stretched, as much 
as half a pint or more of fluid may be present in 
the knee-joint. 

Causes of synovitis .—The causes of synovitis, 
may be grouped under two headings: 
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(a) Traumatism. I 

(. b ) Infection. 

Simple synovitis .—Taking simple synovitis—that ! 
is to say, a synovitis which is not due to infection i 
by bacteria—traumatism is the chief cause of the 
condition. The knee-joint is particularly liable to 
injury, and to injury of two kinds. One type of 
injury is a strain, and the other a direct blow. A 
strain of the knee-joint almost always occurs when 
the joint is Jiexed. In extension there is marked 
stability of the joint, but in flexion this is much 
lessened. 

Signs and symptoms .—The first sign is the dis¬ 
tension of the joint with fluid. About the normal 
knee-joint there are several natural depressions. A 
pair will be found on either side of the ligamentum 
patellae, and another pair on either side of the 
quadriceps tendon. When the joint is distended 
with fluid all these natural depressions are oblite¬ 
rated, and in the place of a depression there is 
a distinct elevation, so that the ligamentum patellae, 
instead of standing out prominently, is now at the 
bottom of a furrow, and the quadriceps tendon is 
now practically buried by two bulgings, one on 
either side. It is well to remember that in cases 
of fluid outside the knee-joint, as in the bursa 
patellae, one or other of the natural depressions 
may be obliterated, but not all, whereas in cases of 
fluid inside the knee-joint, all the natural depres¬ 
sions disappear. Fluid inside the joint is diagnosed 
very often by this simple sign—disappearance of 
all the natural depressions. 

Then there is definite fluctuation across the joint. 
It is also well on examination to try and obtain 
fluctuation not only directly from side to side but 
from above downwards obliquely. There is another 
very important sign, that of “ riding ” of the patella. 
This is sometimes difficult to obtain if one does not 
set about it in the proper way. The first thing to 
do is to secure relaxation of the muscles which are 
attached to the patella, and through the patella to 
the ligamentum patellae. I have often seen an 
attempt to produce riding of the patella with the 
patient’s heel upon a chair and the rest of the leg 
and most of the thigh unsupported. But if the 
patient is lying on the bed with his thigh muscles 
relaxed, the examiner will then, by placing his 
one hand over the upper part of the joint so 
as to push the fluid from the synovial membrane 
lying behind tbe quadriceps muscle downwards, 


get the patella to “ ride ” on the surface of 
the fluid within the joint. If, after that, he 
places the forefinger of his other hand sharply 
against the front of the patella so as to force it 
backwards, it will strike the condyles of the femur ; 
the tap will give a most characteristic sign of a 
knee-joint distended with fluid. 

The first symptom generally complained of by 
the patient is pain. In all cases of acute synovitis 
pain is very considerable. In the subacute condi¬ 
tion it is less so, and in some chronic cases there 
is scarcely any pain at all. The pain is due pro¬ 
bably to the tension on the structures of the joint, 
which are well supplied with nerves. The joints 
have a more delicate nerve supply than many 
another part of the body. The muscular sense is 
really the outcome of this beautiful nerve supply, 
especially the nerve terminations in the tendons 
and ligaments. The synovial membrane is well 
supplied with nerves, very much as the peritoneum 
and other serous surfaces. For these reasons pain 
is an outstanding symptom of synovitis in its early 
stages. 

Another sign is the position of the limb. The 
patient keeps the knee somewhat flexed, which is 
the position of rest. It is only rarely that he 
extends the knee-joint when there is any inflam¬ 
mation within it. The final sign is loss of function. 
The patient is unable to use the joint in the 
ordinary way, because movement causes him a 
great amount of inconvenience. 

Prognosis .—One of the most difficult questions 
that can be asked of the surgeon is : “ How soon 
will my joint allow me to fulfil the ordinary duties 
of life?” The prognosis of simple traumatic 
synovitis is very uncertain. A large number of 
cases clear up within a fortnight or three weeks. 
In other instances the trouble drags on, passing 
into the subacute stage and even into the chronic 
stage. It may be many months before there is 
absolute recovery, and in some instances the con¬ 
dition becomes practically permanent, any slight 
amount of strain or over-action of the joint leading 
to a recurrence of all the signs and symptoms. 
The prognosis of simple traumatic synovitis, there¬ 
fore, is somewhat uncertain. 

Treatment .—In the question of treatment we 
are met at once with a difference of opinion 
between two great schools of thought. One school 
believes that synovitis should be treated with abso- 
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lute rest during the whole period of treatment; the 
other school, recognising that the condition is a 
more or less acute inflammation, prescribes rest in 
the early stages, and massage and passive move¬ 
ments after a week or ten days. Personally I 
believe that the second is the better method of 
treatment. The joint should be put at absolute 
rest for several days—four or five days, or, perhaps 
better, a week. At the end of that time skilled 
massage should be applied, and this will bring 
about a much more rapid absorption of the remain¬ 
ing effusion. The massage should be applied, not 
only to the joint itself, but to the muscles that act 
upon the joint, particularly the quadriceps extensor 
femoris, for the reason that these muscles have 
probably become flabby for want of use, and are 
liable to be strained on movement. 

As to the method of keeping a joint at rest, 
probably nothing is better than a back splint. The 
ordinary straight wooden back splint is one of the 
most uncomfortable contrivances that can be put 
on a patient. The joint, it must be remembered, 
is always slightly flexed, and the ordinary back 
splint rests upon the thigh and the calf, leaving the 
knee-joint unsupported. Of course, it may be said 
that it is possible to have the splint so padded that 
it will act by supporting the knee, but unfortunately 
that type of padding is not very efficacious, and the 
splint is exceedingly uncomfortable. The best way 
of keeping the joint at rest is to have the patient 
in bed all the time, if possible, and to use a rather 
long pillow hollowed in the middle, placing it 
lengthwise behind the knee, with the raised parts 
on either side of the thigh and leg, so as to form a 
comfortable padded splint. An ordinary back 
splint can be slipped behind the pillow, and in that 
way all the advantages of the back splint can be 
retained, with the addition of comfortable padding 
around the knee. 

In some cases the patient has a good deal of 
pain even as the joint is resting on the bed. The 
patient is kept awake at night by reason of the pain. 
He may fall asleep, unconsciously move a little, and 
„ the sharp pain which follows the movement may 
speedily wake him. This is entirely remedied by 
slinging the part by means of a Neville's back 
splint, side splints, and Salter's cradle. 

A word or two may be added about the actual 
massage. In the early stages of treatment by 
massage the joint is still tender and requires gentle 


handling, but after two or three applications of 
massage it will stand a very considerable amount 
of rubbing, and the advantage is very great and 
very rapid. 

When we find these cases of simple traumatic 
synovitis passing on to the chronic condition with¬ 
out evidence of inflammation, it not infrequently 
happens that something has occurred which is 
known as an “ internal derangement" of the knee- 
joint for want of a better expression. Many of 
these cases are due to partial tearing or separation 
of the internal semilunar cartilage, and some of them 
may have to be treated by operation before the 
patient can be cured. 

Infective synovitis .—We now turn to the more 
important condition of infective synovitis. 

There are five causes which are commonly seen 
by the surgeon. 

(1) Gonococcal. 

(2) Intestinal (various forms of infection from 
the intestinal tract, the Bacillus coli being in many 
cases the organism concerned). 

(3) Syphilitic. 

| (4) Influenzal (in the present day a good deal 

studied, and much more common as a cause of 
I synovitis than is generally thought). 

(5) Tuberculous (placed last because, although 
a common infection, it generally invades more than 
the synovial membrane). 

Gonococcal .—When there is an ordinary urethral 
discharge practically always—but not quite always 
—the infection is a mixed one, consisting of the 
gonococcus and the staphylococcus. Organisms 
are absorbed from the surface of the mucous mem¬ 
brane of the urethra either into the lymph-stream 
or the blood stream, and are so carried into the 
general circulation. A joint becomes infected for 
I two chief reasons : first, because it has a good 
I blood supply, with small capillary vessels, so that 
I some of these organisms may actually be held up 
in the capillaries of the synovial membrane, and 
secondly, because the joint is liable to slight 
injuries which cause a lowering of the tone of the 
tissues, and the organisms brought into its 
neighbourhood settle there and cause inflamma¬ 
tion. But in most cases of gonococcal infection 
of a joint the gonococcus only will be found and 
not the staphylococcus. 

Gonococcal infection of joints is a serious matter; 
not infrequently several or many joints of the body 
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are involved. The knee-joint is one of the com¬ 
monest to be infected, possibly from its large area, 
possibly from the fact that it is not infrequently the 
site of injury. But the wrist and the carpal joints 
are often affected, likewise the temporo-mandibular 
articulation. 

The joint as a rule swells rapidly, there is con¬ 
siderable pain in the early stages, a slight rise of 
temperature, and the patient often feels distinctly 
ill. If aspiration is carried out—of course under 
aseptic conditions—within the first twelve hours of j 
infection the fluid drawn off will generally be clear, 
very similar to the fluid from a serous cavity—very 
diluted synovial fluid. Twelve or twenty-four hours 
later it will generally be found that the fluid is 
beginning to become somewhat turbid. Micro¬ 
scopical examination will show, first, gonococci, 
and secondly, a certain number of leucocytes. The 
fluid at this stage is what might be called semi- 
purulent, but is not true pus, for it is seldom that 
the gonococcus causes actual suppuration in the 
joint. When there is true suppuration the staphylo¬ 
coccus is present as well. 

It is well to remember that a gonorrhoeal joint— 
a joint infected with the gonococcus—is always 
liable to become an ankylosed joint in the future. 
That is to say, the inflammation leads to fibrous 
adhesions, so that a false intra-articular ankylosis 
is produced. So common is this that one has 
to presume that it will occur, and consequently in 
the treatment of a case it is necessary to keep the 
joint in such a position that if it becomes fixed the 
position will be the most useful in which the joint 
can be when ankylosed. In the case of the knee- 
joint this will be the extended position; on the 
other hand, in the case of the elbow-joint, the 
position should be that of flexion, so that the patient 
is able to bring his hand to his mouth. 

The prognosis in gonococcal infection is serious, 
not to life, but to the function of the joint. 

Two points require to be emphasised in treat¬ 
ment : First, the cure of any urethral discharge 
there may be ; secondly, the keeping of the joint at 
rest in the proper position. It it does not very 
rapidly show evident signs of improvement the joint 
should be opened and washed out with normal 
saline. 

Intestinal. — Infection from the intestine 
accounts for a very large number of cases of 
joint-infection, leading to swelling, which, though 


not so painful as the • gonococcal infection, 
tends to infect many joints, particularly the 
smaller joints of the hands and feet. Most 
of these cases are spoken of as rheumatoid 
arthritis, and as many of them in the early 
stages are treated by the physician rather than by 
the surgeon, they need not detain us long. A very 
large number of these cases depend upon absorp¬ 
tion from the intestine, and many of them are 
excellently treated by keeping the contents of the 
intestine in motion and not allowing stagnation. 

Syphilitic .—Syphilitic synovitis is more common 
than is generally supposed. In many doubtful 
cases the Wassermann reaction has been distinctly 
positive. The joint infection occurs either in the 
congenital or the acquired form of the disease. In 
the former the synovitis is usually symmetrical. 
The knee-joint is the articulation infected by no 
means infrequently. In the secondary stage of 
acquired syphilis a man—particularly an athletic 
young man—may exhibit a swollen knee joint, with 
! all the signs of synovitis, but not so markedly the 
! symptoms. Pain is almost absent, and loss of 
function is not nearly so marked as in other cases. 
Many of these patients walk about for a consider¬ 
able length of time with chronic inflamed joints. 

| There is very little upon which to make a diagnosis 
as to the cause until one suspects syphilis. 
Children, frequently from eight to twelve years of 
age, may be found with both knee-joints swollen, 
the condition being to a great extent painless, and 
the children often running about. Such children, 
on close examination, generally give evidence of 
congenital specific trouble, particularly interstitial 
keratitis and Hutchinson’s teeth. The infection 
of the syphilitic virus may be suspected when both 
knee-joints are involved. 

I?ifluenzaL —A very large number of persons 
after an attack of true influenza find that they 
have slight pains in the joints, and not at all infre¬ 
quently the joints become swollen. This is apt to 
occur in the knee-joint as well as in the smaller 
joints of the body. 

Tuberculous .—In the case of the hip-joint the 
tuberculous deposit is very often in the bone near 
the epiphysis, but in the knee-joint the synovial 
membrane seems to be the site in which the 
tubercle bacilli are deposited, and in the early 
stages all the signs and symptoms of typical syno¬ 
vitis are present—fluid, fluctuation, riding of the 
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patella, etc. But there is this difference : whereas 
in a simple traumatic case without infection the 
synovial membrance only becomes thickened for 
a short period of time, and fluid when absorbed 
leaves the joint practically without thickening of 
the synovial membrane, in tuberculous cases the 
thickening persists after the fluid has been ab¬ 
sorbed, and the natural depressions of the joint are 
lost by the pulpy condition of the synovial mem¬ 
brane. In other words, the natural depressions are | 
filled up thickened synovial membrane and not ! 
distended by fluid within the joint. That is 
perhaps the best diagnostic point between trau¬ 
matic synovitis and the simple infective synovitis. 
Whereas in synovitis of gonococcal infection it is 
common to find gonococci, it is rare in the tuber¬ 
culous infection to find tubercle bacilli. 

The prognosis of synovitis of tuberculous infec¬ 
tion is very much better than it was in the early | 
days. It can be diagnosed earlier and treated 
more efficiently. And in the present day we have 
the advantage of certain tests, such as the tuber¬ 
culin test, in order to make diagnosis quite sure in 
the early stages of the disease. 

It is well to make the rule that a case in which 
there is a suspicion of tuberculous infection of the 
knee-joint should be treated as if it were a tuber¬ 
culous infection. By that procedure a complete 
recovery will generally be obtained. If a tuber¬ 
culous case be neglected it runs on to pulpy 1 
degeneration of the synovial membrane, and the 
result is disastrous, dangerous, it may be, to life. 

Absolute rest is the foremost point in treatment, j 
After that, and following very closely upon that in 
its importance, is the hygienic treatment of the 
patient. In a child the best method of obtaining 
absolute rest for the knee-joint is by means of | 
plaster-of-Paris. The gutting on of plaster-of- 
Paris casing to the knee-joint requires some 
amount of care. It is necessary to use caution 
equally against making the plaster too tight 
and too loose. In the effort to avoid tightness 
it often happens that the opposite extreme is 
reached. One of the best procedures is first of all 
to cover the joint, after cleansing and drying the 
skin, with several layers of a sterilised gauze band¬ 
age, then over that to place the ordinary flannel 
bandage. The advantage is that the gauze bandage 
has a certain amount of “ give,” and thus after the 
iluid is absorbed the plaster is enabled still to 


exercise a uniform pressure. It also enables one 
to pull very gently the plaster bandage as it is 
being rolled on. The rule is, of course, never to 
pull the plaster bandage, but if a good thick layer 
of gauze is used it can be pulled to a certain extent 
and so moulded to the limb. Having got the 
plaster on, the next question is as to how long it 
should be kept on. The answer depends a good 
deal upon the social position of the child. If clean, 
the plaster can be kept on for three months, but if 
dirty it must be renewed more frequently. As to 
the length of time during which the knee must be 
kept in plaster altogether, the answer is—at least six 
months, and very frequently longer, even up to 
two years. One is asked whether the child may 
walk. If the child has got a good plaster casing 
on the knee-joint, and the joint is quite in the 
early stages of tuberculous disease, the child may 
walk, because, remembering, as I said at the begin¬ 
ning, that the synovial membrane does not come 
between the two surfaces of the joint, it follows 
that the synovial membrane is not pressed upon in 
the act of walking. Most of these cases of tuber¬ 
culous synovitis, treated well and early, give excel¬ 
lent results. 

September gth t 1912. 


Glycolytic Power of Blood. —Normal dog- 
serum was found by Milne and Peters to have no 
glycolytic action on glucose. After a large meal or 
the administration of a large quantity of dextrose 
or saccharose the serum acquires no glycolytic 
power. Blood-corpuscles can absorb a compara¬ 
tively large amount of glucose. Only a small 
amount of this glucose absorbed by blood-cor¬ 
puscles can be recovered as dextrose. The blood 
of depancreatised dogs has a normal or slightly 
increased power of taking up dextrose and only a 
small amount of this can be recovered as dextrose. 
The tissues of depancreatised diabetic dogs can 
absorb as much as normal, or more, dextrose 
from a perfusion fluid. Normal dog-serum has 
a marked diastatic action on glycogen, convert¬ 
ing it into glucose. Its strength is not altered 
after a large meal or administration of large quan¬ 
tities of dextrose, in fasting, or in phloridzin dia¬ 
betes, but is slightly, often markedly, increased in 
depancreatised diabetic dogs. In phloridzin dia¬ 
betes the sugar content of serum is slightly in¬ 
creased, often in sufficient degree to easily account 
for its elimination in the urine.— Journ. A.Af.A ., 
vok lix, No. 7. 
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SIX CLINICAL LECTUBES * 

ON 

THE DIAGNOSTIC VALUE OF 
SENSORY CHANGES IN DISEASES 
OF THE NERVOUS SYSTEM. 

By HENRY HEAD, M.D., F.R.C.P., F.R.S., 
Physician to the Hospital. 


Lecture II. | 

In the last lecture we considered the diagnostic 
significance of certain sensory changes which 
follow division of peripheral nerves. To-day I 
shall show you some of the phenomena which 
accompany the recovery of sensation, and shall 
discuss the way in which they reveal the condition 
of the injured nerve. First of all let us consider the 
return of deep sensibility . It is difficult to determine ! 
with certainty at what period after union of a nerve 
deep sensibility is restored, but, roughly speaking, 
about a hundred days are required, if the injury 
is at the wrist, before pressure touch can be appre- j 
ciated and passive movement recognised. Evidence ; 
on this point cannot, however, be gathered directly, i 
for by this time the skin has already regained some 
form of sensation. But, when the structures at the | 
wrist have been divided, it is not uncommon for the | 
surgeon to unite the tendons and to forget to suture ! 
the nerve. Deep sensibility then returns to the ! 
fingers in about a hundred days, but the skin [ 
remains entirely insensitive to cotton-wool and to 
prick. Wait another forty days, and, if the skin still i 
remains entirely analgesic, we can be certain that , 
though the tendons have been united, the nerves 
are still divided. 

Consider the following case, where all the 
structures on the front of the wrist had been cut 
but the tendons alone had been sutured. Seven 
months later, deep sensibility had completely 
returned, except to the little finger, which is supplied 
by the deep branch of the ulnar nerve. Yet, the 
loss of sensibility to cotton-wool and to prick was 
characteristic and pointed to division of the median 
and ulnar nerves. 

The manner in which cutaneous sensibility is 


# Delivered at the London Hospital. 


restored depends entirely on whether the nerve 
has been structurally divided or functionally inter¬ 
rupted, and the order followed by the return of 
sensation to the skin is therefore of much diag¬ 
nostic and prognostic importance. 

As an instance of complete division, let us 
take the case of my own arm. The radial and 
both branches of the external cutaneous nerves 
were divided at the elbow, a small portion 
was removed, and they were then reunited with 
sutures. Eighty-six days, or about twelve weeks, 
after this operation the skin of the forearm 
began to be sensitive to prick, and in twenty- 
five weeks the whole of the affected area responded 
to this stimulus except a small patch on the back 
of the hand; and yet no increase had appeared 
in sensibility to cotton-wool. It was not until 
eighty-one weeks (567 days) had elapsed that the 
forearm began to respond to stimulation with 
cotton-wool when shaved. 



Fig. 6. —To show the loss of sensation in a case where 
all the tendons were sutured but the divided median 
and ulnar nerves were not re-united. Seven months 
later deep sensibility was present everywhere, except 
over the little finger. All sensation to prick Was still 
lost over the dotted area, whilst that to cotton-wool 
was absent over the whole of the parts enclosed in the 
single line. 

When a peripheral nerve has not been divided, 
but has lost its functional continuity in conse 
quence of injury, sensation is restored in a different 
manner. The accident may produce a condition, 
at first indistinguishable tom that which would 
be caused by complete division of the nerve; but 
! after a period, which varies with the severity of 
1 the injury, sensibility to prick begins to return. 
Coincidently with this change, the proximal borders 
of the loss to contact with cotton-wool become 
I less well defined, and the two forms of sensation 
return together step by step. Thus, in many cases 
j the method of sensory recovery forms an important 
I guide to the condition of the injured nerve. 

Now let me show you the following patients to 
| illustrate some of the phenomena which occur when 
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Fig. 7. —To show the gradual recovery of sensation to 
cotton-wool and to prick in a case where the median 
nerve was injured, but not divided. Observe that the 
two forms of sensibility return step by step together. 



Fig. 8. —To. show the simultaneous return of the two 
forms of cutaneous sensibility after injury, but not 
division, of the ulnar nerve at the elbow. 


a nerve has been divided and is in process of 
regeneration. 

Here is a patient whose median nerve was divided 
at the wrist eleven months ago as the result of an 
injury with broken glass; the two ends were reunited 
by suture the same night. The extent of the area 
insensitive to cotton-wool still corresponds to that 
assigned by anatomists to the supply of the median 
nerve. But the whole of this portion of the hand 
is sensitive to prick, and she complains that, 
within the boundaries of the area insensitive to 
cotton-wool, a prick 4< hurts more ” than over 
normal parts; and yet the sensation is not so 
44 plain ” as elsewhere on the hand. Moreover, it 
44 tingles ” and seems to spread widely over the 
palm and fingers. If, too, you watch her ex¬ 
pression when I gently prick equivalent spots of 
the normal and affected hands, you will notice 
that she gives vent to obvious expressions of dis¬ 
comfort when the abnormal area is pricked, and 
tends to withdraw her hand, whilst on the normal 
side the hand remains still and her face expresses 
no undue discomloit. 

Determine the extent of this area ot over-re- 
action by dfagging the pin lightly from normal to 
affected parts of the hand and you see that its 
limits correspond to those of the loss to cotton¬ 
wool. If she is allowed to mark out the boundaries 
of the change in sensation by drawing her normal 
index across the affected palm, the area of altered 
sensibility, indicated by herself, corresponds to that 
of the exaggerated response to prick. 

Within this area she can appreciate cold below 
about 20 0 C. and heat above about 40° C., the so- 
called extremes of temperature. 

This is the condition we have called the 44 proto- 
pathic ” reaction. It signalises the first stage in 
recovery of a divided nerve, and yet I have several 
times seen such nerves explored, because the con¬ 
dition was attributed to 44 neuritis,” or 44 irritation 
of the stump.” 

This protopathic state does not appear as a rule 
when the continuity of the nerve is not destroyed, 
and is absent in those cases when the hand be¬ 
comes sensitive simultaneously to prick and to 
cotton-w'ool. It is, we believe, the direct result of 
the return of one form of sensibility unchecked 
by the higher discriminative functions which are 
associated with sensations of cutaneous touch. 

Contrast with the case. I have just examined the 
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condition of this man, who dislocated his shoulder 
on December 24th, 1911.* When we first saw him 
he showed all the signs of injury to the inner cord 
of the brachial plexus: the loss of sensation almost 
exactly coincided to cotton-wool and to prick, 
and occupied the inner aspect of the forearm and 
ulnar half of the hand. 

But as the nerve-trunk was injured and not 
divided, both functions returned together. He 
therefore shows no protopathic reaction, because 
at no time has the returning sensibility to prick 
been free from the control exerted by the higher 


concerned, we believe that the maintenance of 
normal sensibility depends upon three sensory 
systems, which may regenerate apd vary in extent 
independently of one another. 

The first of these is the deep system, which rests 
upon the integrity of fibres from joints, tendons and 
muscles. All the nerves to the superficial struc¬ 
tures may be divided, as in the experiment on my 
arm, without impairing in any way the functions of 
this system. It is peculiarly adapted to respond to 
pressure with sensations both of touch and of 
pain, and to generate impulses by which we can 



F ig. 9.—To show the area which became insensitive, in consequence of dislocation of the shoulder. The upper 
two figures show the extent of the loss to light touch, the lower the area insensitive to prick. 


discriminative faculties of sensation. Thus, the 
presence or absence of a widespread protopathic 
condition over parts which were at first insensitive 
to prick is of great diagnostic and prognostic 
value. 

Before we pass away from the peripheral nervous 
system it will be well to consider the bearing of 
the phenomena demonstrated in these lectures 
upon our conceptions of the peripheral mechanism 
of sensation. As far, at any rate, as the limbs are 

# I owe the opportunity of showing this patient to the 
kindness of Sir Frederick Eve. 


recognise the vibrations of a tuning-fork and the 
posture of our limbs. 

The end-organs of the other two systems lie in 
the skin, and can be isolated by cutting all the cuta¬ 
neous nerves. Of these the first and biologically 
oldest mechanism has been called “ protopathic ,” 
because its main function is to warn the organism 
that noxious influences are acting upon its surface. 
Its activity reveals to us little about the nature of 
the stimulus, but much about its effect upon 
ourselves. A pin-prick on a surface in this condi¬ 
tion of sensibility is “less plain” but “hurts 
more,” and in consequence the hand is withdrawn 
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urgently. It is capable of reacting to painful 
stimuli, such as a prick, and to the more extreme 
degrees of heat and cold. When a nerve has been 
reunited after complete division, this form of 
sensibility is rapidly restored, and the affected 
area shows the excessive reaction, the widely 
radiating sensation, and other phenomena charac¬ 
teristic of the activity of this mechanism, when 
uncontrolled by the higher discriminative forms of 
cutaneous sensation. We believe it is biologically 
the oldest system now active in our bodies, and its 
functions are restored more quickly than those of 
any other sensory mechanism. 

Lastly, we believe that the skin is endowed with 
end organs which represent what we have called the 
“epicritic " system. Through the activity of this 
system we become sensitive to light touches, such 
as those of cotton-wool over hairless parts, to inter¬ 
mediate degrees of warmth, and to the size, shape, 
or pointed nature of the stimulating object. 

The activity of the epicritic system controls and 
checks the excessive and wide-spread sensations 
which appear whenever the protopathic mechanism 
is alone responsible for appreciation of the stimulus. 

Not only can the loss of sensibility to prick and 
to cotton-wool vary independently of one another 
during regeneration, but I have also shown you 
that the relative extent of the two forms of sensory 
loss is determined by the situation of the lesion in 
the course of the nerve. The nearer it lies to the 
periphery the more will the loss of sensation to 
cotton-wool tend to exceed that of the analgesia to 
prick; conversely, the nearer the lesion lies to the 
spinal cord, the greater will be the relative loss of 
sensation to prick, and, in lesions of the posterior 
nerve-roots, it may actually exceed considerably 
the extent of the anaesthesia to cotton-wool. 
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Paraffin Prothesis. —Correa gives details of 
several patients three or four years after he had 
injected paraffin to correct deformity of the nose, j 
The outcome has been excellent, the paraffin 
deposits showing apparently no change during the ' 
years that have elapsed. He uses paraffin with a 
melting-point of 45 0 C., softened by pressure for 
the injection. The pressure is exerted by the 
special syringe used, in which the piston is pushed j 
inward by turning a thumb screw. No complica- ! 
tions were observed in any of his seventy-five j 
patients injected with the paraffin to restore the 1 
shape of the nose or aid in the cure of ozaena.— j 
Journ . A.M.A vol. lix, No. 7. 
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(Continued from p . 352.) 

(17) 

The Abdominal Woman . 

There is one kind of patient in whom the 
presence of membranous colitis should always be 
strongly suspected, and that is what we may speak 
of as “the abdominal woman.” You all know the 
type; those of you who have been in practice know 
her only too well. You remember her constant 
state of misery and dejection, her obstinate con¬ 
stipation and flatulence, her frequent complaint of 
vague abdominal discomfort or pain. In such a 
case you will often find that muco-membranous 
colitis is the fountain of all the patient's ills. 

(“ Muco-membranous Colitis," by Robert 
Hutchison, M.D., F.R.C.P., ‘Clin. Journ.,' vol. 
xxx, p. 193.) 

(18) 

The Influence of Muco-membranous Colitis on 
Health . 

Muco-membranous colitis is not a disease that 
directly destroys life, but it kills health and happi¬ 
ness. Patients who suffer from it and go unhealed 
are apt to drift into a state of chronic invalidism, 
never really well, spending most of their time on 
the sofa, and with all their thoughts, as some one 
has said, revolving round the umbilicus—a con¬ 
dition which is sometimes worse than death. 

{Ibid.) 

(19) 

The Radical Cure of Hernia. 

A surgeon should take more pleasure in one 
patient cured by operation than in ninety-and- 
nine of those who keep their ruptures up by means 
of trusses. 

(“ The Radical Cure of Hernia," by H. T. Butlin, 
F.R.C.S., ‘Clin. Journ.,' vol. i, p. 148.) 

(20) 

Over-refinement of Antisepsis . 

He (a patient who has been operated on for 
strangulated hernia) asks incessantly to have his 
bowels moved, and you cannot forbid him; only 
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take care that, if at this time by any chance the 
dressings are fouled, you immediately renew them 
after the action is over. We no longer think it 
necessary that a man should defaecate under the 
spray, a refinement of bygone days, but we do say 
that dressings should be renewed directly after the 
bowels have been moved. 

(“Two Cases of Hernia,” by Herbert Page, 
M.A., M.C.Cantab., F.R.C.S., ‘Clin. Journ.,’ vol. i, 
p. 184.) 

(21) 

The First Duty of a Medical Man . 

I think the removal of that carcinoma of the 
chest-wall was justified by the result. What the 
word “justified ” means to different human minds 
I cannot tell, but I venture to think that the first 
duty of a medical man is to save a person’s life, and 
his second duty is to prolong it. I do not think it is 
part of his duty to proceed into long ethical dis¬ 
cussions as to whether or not he is justified in his 
attempt. 

(“ On Excision of Tumours of the Chest-wall,” 
by C. B. Lockwood, F.R.C.S., ‘Clin. Journ.,’ vol. 
xxx, p. 369.) 

(22) 

Uric Acid as a Stirrer up of Strife . 

Our patients often seek or wish to impart informa¬ 
tion on this subject, which is one that has a peculiar 
fascination for the lay mind. There is something 
about the subject of uric acid, as there is about the 
subject of alcohol, which seems to turn the mildest 
mannered man into a heated partisan. 

(“Uric Acid and the Purin Bodies,” by W. 
Langdon Brown, M.A., M.D., M.R.C.P., ‘Clin. 
Journ.,’ vol. xxx, p. 375.) 

(23) 

The Surgery of General Practice. 

You will find in your future career that the 
surgery of general practice is not entirely confined 
to the abdominal cavity or to great and rare cases. 

What I shall say will help you perhaps little in 
surgical examinations, but it will be of material 
assistance to you in the far harder examinations 
so many brilliant prizemen and scholars fail to pass, 
the critical and too often unjust examinations of 
the public or your fellow practitioners. 

(“Some General Points in the Management of 


Cases of so-called Simple Fracture,” by A. Mar- 
maduke Sheild, M.B., F.R.C.S., ‘Clin. Journ.,* 
vol. xiv, p. 81.) 

(24) 

Effect of an Enlarged Prostate on Character. 

If it be true that the love of money has its seat 
in enlargement of the prostate gland, it is certainly 
true that ingratitude dwells in the shafts of the 
long bones. 

{Ihid.) 

(25) 

Heredity in Disease. 

Heredity in disease is year by year growing more 
and more discredited. Its decline has coincided 
with, and is consequent upon, the rise of bacterio¬ 
logy. Once a visible cause can be assigned to a 
disease fanciful speculation is at a discount. 

With the discovery of the role of the tubercle 
bacillus, heredity’s chief stronghold was destroyed. 
If one disease more than another seemed to be 
genuinely hereditary it was tubercle. Now the 
only shadow of that tradition is the decreased 
resisting power to the bacillus, which is believed 
to be transmissible to certain individuals. 

(“The .Etiology of Gout, Rheumatism and 
Rheumatoid Arthritis,” by C. Wynn Wirgman, 
M.D.Lond., F.R.C.S.Eng., ‘Clin. Journ.,’ vol. 
xxxiv, p. 106 ) 

, ( z6 ) 

The Condition of the Mouth as a Cause of Disease. 

In searching the body for a possible common 
source of infection the mouth cannot but arrest 
attention. In almost every human being it is 
germ-ridden, and it is capable of infecting the 
body, either locally, or via the intestinal tract. 

{Ibid.) 

(27) 

Cause of Hemiplegia under Forty. 

Given a man under forty, who has no signs of 
heart disease or kidney mischief, but who has 
hemiplegia, the chances are that it is syphilitic 
hemiplegia. Whatever the history which the 
patient gives, or whatever the facts which you can 
get out of him, it is one’s duty, so far as treatment 
is concerned, to regard the case as if it were syphi¬ 
litic. 
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(“ Syphilitic Diseases of the Brain and Nerves,” 
by James Taylor, M.A., M.D., F.R.C.P., etc., 
‘Clin. Journ.,’ vol. xiv, p. 17.) 

(28) 

The Significance of the Loudness of a Cardiac 

Murmur. 

In all cases of heart disease, other things being 
equal, loudness of the murmur is a good sign, for 
it shows that the heart has hypertrophied, and is 
strong enough to pioduce a loud murmur. 

(“With Dr. Hale White in the Wards of Guy’s 
Hospital,” ‘Clin. Journ.,’ vol. xiv, j\ c.) 

(29) 

Significance of Uncomplicated Spastic Paraplegia. 

An uncomplicated spastic paraplegia should 
suggest in the child cortical disease, in the adult 
disseminated sclerosis. 

(“Topographical Diagnosis of Paralysis,” by 
Judson S. Bury, M.D.Lond., F.R.C.P., Clin. 
Journ.,’ vol. xxi, p. 225.) 

( 3 °) 

Knee-jerks in Hysteria . 

It requires great boldness on the part of any 
individual to diagnose hysteria in ai case in which 
the tendon-jerks are absent. The plantar reflexes 
may be absent in a case of functional disease, 
hysteria, but the knee-jerks, as I have shown you, 
are increased, and that is the rule. 

(“The Value of Tendon-jerks and Superficial 
Reflexes in Diagnosis,” by J. S. Risien Russell, 
M.D., F.R.C.P., ‘Clin. Journ.,’ vol. xx, p. 369.) 

(30 

Nature Refuses to be Pigeon holed. 

Referring to a case of clonic spasms in a man, 
which it was impossible to classify, Dr. Savill says: 
“ It is one more illustration of the fact that Nature 
—whether in health or disease, it matters not— 
refuses to be pigeon-holed.” 

(“ Muscular Tremor and Clonic Spasm,” by 
Thomas D. Savill, M.D.Lond., D.P.H.Camb., 
‘Clin. Journ.,* vol. xii, p. 508.) 

(32) 

7 'he Value of Negative Knowledge. 

Next to positive knowledge, a clear recognition 
of what is not known is the most valuable aid to 
the progress of any branch of inquiry, and particu¬ 


larly so in one of so practical and complex a 
character as clinical medicine. 

(“ Some Considerations Preliminary to the Study 
of Dyspepsia,” by W. H. Allchin, M.D., F.R.C.P., 
‘Clin. Journ.,’ vol. xii, p. 481.) 

(33) 

The Value of Investigating Uncommon Diseases. 

I begin to-day with an example of an uncommon 
disease (syringomyelia). Let me, at the outset, 
w*arn you against the frequent error of thinking 
that a rare disease can only yield you knowledge 
which will be rarely needed. It is not so. Diseases 
which are uncommon cannot be studied without 
considering common facts, and without giving 
increased ability to recognise diseases which are 
often met with. 

(“A Case of Syringomyelia,” by W. R. Gowers, 
M.D., F.R.C.P., F.R.S., ‘Clin. Journ.,’vol. ii, p. 

651) 

(34) 

Things Necessary for the Complete Study of a 
Disease. 

For the satisfactory and complete study of a 
disease three things are necessary for the student: 
he must see the disease in a living patient, he must 
see after death the effects that that disease has 
produced in the patient during life, and he mubt 
study all that is recorded in literature on the 
subject. 

(“ The Results of Recent Research on Certain 
Diseases,” by F. M. Sandwith, M.D., F.R.C.P., 
‘Clin. Journ.,’ xxxiv, p. 132.) 

(35) 

All Treatment an Experiment. 

All treatment, however carefully chosen, is in the 
nature of an experiment, for none can know the 
exact effect of any treatment or drug on any indivi¬ 
dual patient until he has tried it. A drug may suit 
ninety-nine people but be injurious to the one- 
hundredth because of some personal idiosyncrasy. 
{Ibid.) 

(36) 

The Inhumanity (?) of the Experimental Physio¬ 
logist. 

There is a curious anomaly connected with my 
own profession which I have never been able to 




364 The Clinical Journal.] 


CLINICALIA. 


[Sept. 11,1912. 


understand : the general public talk of medical 
men as belonging to a “ noble profession ”; they 
seem to find individual doctors humane, merciful, 
philanthropic; they accept without stint and with¬ 
out any visibly bashfulness the help which is freely ! 
rendered them at hospitals and in private life ; they j 
encourage the practitioner to lead an unselfish life 
by calling for his aid at all times, even when he is j 
dining or sleeping. As a child cries for his mother | 
the moment any pain or danger arises, so the people ! 
fly to a doctor for relief so soon as they make up 
their minds that their ill is beyorid their own know¬ 
ledge oTdomestic remedies. Yet when some people 
speak of physiologists and other workers who have j 
elected t'6 spend their lives in laboratories for the 
acquisition of knowledge which will benefit the 
world at large, instead of making money for them- 
selves abd their families by medical practice, they | 
seem to be pictured as inhuman monsters of 
cruelty, whose chief delight is the torturing of de¬ 
fenceless animals. Not being a physiologist myself 
I cannot pretend to know them all, but I have met 
many in my life in this country, and have invariably 
been struck with their gentle kindliness to children 
and to animals. ... I 

1 

You have no right to assume that the man of 
science unknown to you is less humane than the j 
average doctor with whom you are acquainted. 
(/bid.) | 

( 37 ) 

1 he Value of Experimental Physiology to the 
Community . 

The science which they (the physiologists) teach j 
is the science of life, from which is eliminated all 
sordid and selfish considerations. A scientist in 
his laboratory discovers a great truth, which saves 
the lives of thousands of human beings. The 
doctor engaged in everyday practice makes use of 
that knowledge to preserve, perhaps, the life of your 
child. Give him any praise you think fit, but 
don’t entirely forget the physiologist who taught 
him the art. To understand the meaning of living 
processes it is necessary to study the living organism, 
and, in order to get knowledge, it is sometimes 
necessary to perform experiments on living animals. 
The law requires, and very properly requires, that 
these experiments can only be undertaken by 
properly qualified persons with a due sense of their 
great responsibilities. Due regard is paid to the 


comfort of the animals, and the ultimate aim of 
all experimental work is the acquisition of know¬ 
ledge from which ensues relief to suffering, which 
is so often only the result of ignorance. 

{Ibid.) 

( 38 ) 

The Physician Satirised\ 

You remember the old satire, which was certainly 
well deserved before the days of experimental 
research: “The physician pours drugs, of which 
he knows little, into bodies of which he knows 
less.” 

{Ibid.) 

(39) 

Abuse of Lord Lister . 

The opponents of all experiments on animals 
can only see the pain inflicted on dumb creatures; 
they seem unable to realise the pain prevented by 
the experiments. They have even been known to 
abuse Lord Lister, although he, more than any 
other man living, has been the means of preventing 
the greatest suffering and of checkmating for a 
time our common enemy, death. They see plainly 
the pain which he deliberately caused to a few rats 
and rabbits, but they seem incapable of under¬ 
standing the incalculable amount of misery which 
he has prevented. 

{Ibid.) 

(40) 

Anti-vivisectionists , 
or 

“ Straining at a Gnat and Swallowing a Camel” 
The Lord Justice also points out that the pain 
inflicted in all the laboratories of the United King¬ 
dom during a year is quite infinitesimal compared 
with the pain inflicted every day in the slaughter of 
animals for food ; in the operations performed with¬ 
out any anaesthetics by ignorant farm labourers in 
order that beef or mutton may be more tender or 
have a more pleasant flavour for the consumer; 
in sports, where beasts and birds die a lingering 
death when they are maimed but not killed out¬ 
right by sportsmen ; and in fashion, which women 
thoughtlessly allow in order that their hats may be 
adorned with feathers and their bodies clothed 
with fur. All these methods of giving pain are 
permitted without protest, while 41 the one justifi- 
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able bit of pain in the whole world,” which has for 
its object the prevention of future pain, is unhesi¬ 
tatingly denounced. 

0 Ibid .) 

(40 

J Vkai is Dirt ? I 

It is by hygienic precautions that certain diseases 
are prevented, and the basis of bacteriology is 
experiment in animals. But I should like to quote j 
again from Professor Halliburton on the general 
questions of serum treatment, which has been 
stigmatised as 44 messy,” besides some less elegant ! 
criticisms. “Filth or dirt,” he say§, “has been 
well defined as matter in the wrong place. Blood j 
on a carpet, for example, is certainly messy and 
dirty ; it ought not to be there. But blood or 
serum in the heart or in the arteries and veins is ; 
in its rightful place, and it does its duty of nutrition j 
where it comes into more immediate contact with 
the tissues—the small tubes we call the capillaries. 
One of these duties is to exert a protective influence 
upon the whole body, by destroying the germs of 
disease which get into the body in spite of all pre¬ 
cautions.” 

(Ibid.) 

(42) 

Chronic Rheumatism. 

Bertram Abrahams says: “ We are bound to 
confess that chronic rheumatism is a disease we do 
not meet with in practice, a disease which is 
virtually non-existent.” This is a hard doctrine, and 
although' we may whisper it confidentially to 
ourselves and believe it, the public will still insist 
on the survival of the familiar diagnosis, which 
has brought consolation to so many. j 

(Review of 4 International Clinics/ 4 Clin. Journ./ 
vol. xxxii, p. 16.) 

( 43 ) 

Advantages of Repetition. 

I propose to lecture to-day upon a subject 
which I have already referred to more than once. 
But I am not afraid of repetition. A great French 
teacher was once asked how he obtained his suc¬ 
cessful results, and he replied, “ By everlasting 
repetition.” 

(“Short Circuits of the Lymphatics in Cancer of 
the Tongue, Breast and Organs of Generation,” by 


C. B. Lockwood, F.R.C.S., 4 Clin. Journ.,’ vol. 
xxxiv, p. 161.) 

(44) 

Diagnosis Based upon Probabilities. 

Never indulge in that form of reasoning which 
is supposed to be based upon probabilities. 4 An 
ulcerated lump of the tongue, the patient is a 
woman, therefore it is not likely to be carcinoma.” 
Remove it and see what it is. 

(Ibid.) 

(45) 

Cancer not necessarily a Disease of Advanced Age. 

Do not assume that because your patient is 
young that the lump in any part of the body— 
tongue, breast or anywhere else—cannot, therefore, 
be a carcinoma. Remove it and see what it is 
made of. 

(Ibid.) 

(46) 

So-called 44 Recurrence ” of Cancer. 

Now comes the question, How far are you going 
to trust your sense of touch for the diagnosis of 
carcinomatous lymphatic glands ? Remember if 
you make a mistake upon this point and remove a 
carcinoma on the side of the tongue, which is a 
small matter, you have left that patient with car¬ 
cinoma, and do not try to soothe your minds by 
saying, when the glands continue to grow, that 
she has some recurrent disease of the lymphatic 
glands in the neck. I do not know exactly what 
this word “recurrence” means, but I think it is 
simply a cloak for carelessness and ignorance. 
(Ibid.) 

(47) 

Importance of the Cardiac Nervous System. 

The cardiac nervous system in cases manifesting 
this symptom (cardiac pain) may also be affected 
in more ways than one. This system has not 
always, or, I may say, often, been investigated with 
the care which, in my opinion, it deserves, and 
during the prevalence of the myogenic wave of 
thought in cardiology is less likely to receive 
attention. 

(“ On the Treatment of Cardiac Pain,” by 
Alexander Morison, M.D.Edin., F.R.C.P.Lond. and 
Edin., ‘Clin. Journ./ vol. xxxiv, p. 167.) 
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(43) 

General Amesthetics in Cardiac Pain. 

Speaking of the use of a general anaesthetic in 
some forms of cardiac pain, Dr. Morrison says, 
“ These conditions, severity and persistence, in 
spite of the use of the nitrites and opium, naturally 
leave one no option but to send all our reserves 
into action, even though cardiac force may be 
weak. It is better that the last regiment should 
be engaged, even in a battle which will probably 
be lost, rather than that potential forces in aid 
should be left kicking their heels in idleness, as 
mere spectators of an impending catastrophe. They 
may, well used and pushed home, snatch victory 
from the jaws of defeat.” 

(Ibid.) 


(49) 

% ! 

Treatment of Rich Man's and Poor Man's Gout . 

Talking of cases of arterio-sclerosis and cardiac 
pain associated with the toxaemic conditions which 
give rise to heightened arterial tonus, Dr. Morison 
says : “ It calls for treatment by the recognised diet 
and regimen. The wealthy, overfed and idle, might 
do worse than follow Abernethy’s advice to such a 
patient, namely, to “ live on sixpence a day and earn 
it,” with a little balneological treatment thrown in 
by way of consolation for their temporary and 
exemplary self-denial! ‘ Poor man’s gout ’ is 

usually a consequence of the excessive imbibition of 
malt and other alcoholic liquors, taken to enable 
him to cope with the excessive labour which is 
generally his lot, or to procure for him a transient 
exhilaration and oblivion in his struggle for exist¬ 
ence. The treatment of this condition is educa¬ 
tional and political rather than medicinal, although 
in statu anginoso , the measures which are found to 
relieve Dives will also benefit Lazarus. A touch j 
of colic ‘ makes the whole world kin.' ” 

(Ibid.) 

(50) 

Conservative Phenomena of Disease . 

Undoubtedly many phenomena of disease, such 
as the fever in some infections and the local in¬ 
flammatory changes which occur in chronic tuber¬ 
culosis and syphilis, are to be regarded not so 
much as the direct effects of the pathogenic 
microbes (/.«?. of the morbid “agents”) and their 


toxins, as manifestation of the conservative vital 
reaction on the part of the infected organism. 

(“ Action and Conservative Vital Reaction, 
especially in regard to Idiosyncrasies,” by F. 
Parkes Weber, M.D., F.R.C.P., 4 Clin. Journ.,’ vol. 
xxxiv, p. 175.) 


(50 

The Body as a Chemical Laboratory 
The body is a great chemical laboratory which 
is constantly dealing with a variety of chemical 
compounds, and the processes are of such a com¬ 
plex and unique nature as to baffle largely the most 
refined methods of organic chemistry employed for 
their detection. The proteids, the carbohydrates, 
fats, etc., have to undergo many changes in the 
course of their amalgamation with the tissues of the 
body. They are ultimately subjected to regressive 
processes, and are eliminated from the body in the 
form of relatively simple compounds, such as 
carbonic acid, urea and uric acid. This long 
physiological metamorphosis, with its intermediate 
products, is at present only known to us in part, 
and still less can we speak definitely of many 
pathological phases of metabolism, which lead to 
sundry forms of auto-intoxication. At any rate the 
chain of events may result in the production not 
only of useful and indifferent, but also of injurious 
and toxic bodies; whilst any check to the normal 
processes of elimination may lead to an accumula¬ 
tion in the system of normal waste products and a 
consequent intoxication. CO L „ urea and bile may 
respectively lead to asphyxia, uraemia and cho- 
laemia; and in the diabetic coma we have a 
classical example of an auto-intoxication. 

(“Auto-intoxication,” by Allan Macfadyen, M.D., 
B.Sc., ‘Clin. Journ.,’ vol. xxii, p. 369.) 

(52) 

Difference between an Innocent and a Malignant 
Tumour . 

An innocent differs from a malignant tumour in 
the possession of an investing capsule, and as long 
as it remains intact the tumour is protected from 
pathogenic micro-organisms. When the capsule is 
injured or sloughs, infecting agents gain access to 
the tumour-tissue, causing general disturbance of 
the patient’s health. Cancer possesses no capsule, 
and as a rule is situated on epithelial surfaces, where 
it is exposed to micro-organisms, for example. 
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the lips, the gullet, tongue, larynx, stomach, intes¬ 
tines and cutaneous surfaces. The exuberant 
tissue formed by the growth of the cancer, being 
poor in blood-vessels, and therefore of low vitality, 
is easily infected by pathogenic micro-organisms 
and decomposes; the products of these changes 
are cast off as offensive discharges, the infective 
agents gain access to the blood stream, set up 
general disturbance of the patient's health, and 
produce the peculiar sallow complexion which used 
to be termed the “ cancerous cachexia,” but which 
is in reality due to the absorption of the products 
—toxins—brewed by the micro-organisms. 

(“ The Natural History of Cancer of the Uterus,” 
by Mr. Bland-Sutton, ‘Clin. Journ.,' vol. xxxiv, 
p. 181.) 


( 56 ) 

The Danger of Purgatives when a Patient cannot 
pass Wind. 

Avoid them (purgatives) all the more if the 
patient cannot pass wind. There is no question 
about this ; mere difficulty in getting the bowels 
to be satisfactorily emptied is a matter of totally 
different significance to being unable to.pass flatus. 
And if your patient is unable to pass any flatus 
you must not give any kind of aperient whatever. 

* # # # 

If you have the least suspicion that a person 
does not pass wind do not give any aperient at all. 
The only thing you are justified in giving is an 
enema. 

{Ibid.) 


(53) I 

Another Terror for Suffering Woman. 

The idea of instructing women by issuing j 
pamphlets concerning the early stages of uterine j 
cancer is to fill their minds with fear. It seems to * 
me that a propaganda of this kind only serves to , 
add another terror to the life of suffering woman, j 

{ibid.) j 

(54) 

Danger in Curetting the Uterus. 

The frequency with which the uterus is per¬ 
forated or torn whilst being curetted has induced 
us to introduce a chapter on injuries of the uterus, 
a perusal of which will serve to show that a minor | 
operation sometimes terminates in a major disaster. 

(Preface to sixth edition of ‘The Diseases of 
Women,' by J. Bland-Sutton, F.R.C.S.Eng., and 
Arthur E. Giles, M.D., B.Sc.Lond., F.R.C.S. 
Edin., Advt. in ‘ Clin. Journ.') 

(55) ; 

Cancer not Necessarily Painful. | 

You will remember that when I was speaking last j 
week about cancer of the breast I said it was unfor- 
tunate that the public did not realise that cancer 
in its early stages is painless. When cancer occurs 
in the rectum it is often, in its early and removable 
stages, painless. 

(“ Obstruction of the Large Intestine,” by 
Anthony A. Bowlby, C.M.G., F.R.C.S., 4 Clin. 
Journ.,' vol. xxxiv, p. 225.) 


(57) 

Overwork as a Cause of Neurasthenia. 

Talking of the causes of neurasthenia. Dr. Savill 
says : “ The first of these is fatigue or overwork, 
and that you are no doubt familiar with in every¬ 
day practice. Just as a faradic battery will become 
weaker and weaker if it is used and will be restored 
by rest and warmth, so will the nervous system 
become weaker and weaker if it is overworked, that 
is if there is prolonged forced functioning.” 

(“ On the Treatment of Neurasthenia and the 
Relation of this Disease to Exophthalmic Goitre,” 
by Thomas D. Savill, M.D.Lond., ‘ Clin. Journ.,' 
vol. xxxiv, p. 237.) 

(58) 

“ New Diseases ” not so rare as generally 
supposed . 

Family jaundice is a condition which has only 
been described within the last ten years or so, but, 
like many diseases which are believed to be rare, 
when once it comes to be generally recognised 
it will probably be found to be not so rare as was 
supposed. 

(“Family Jaundice,” by Robert Hutchison, 
M.D., F.R.C.P., ‘Clin. Journ.,' vol. xxxiv, p. 241.) 

(59) 

Importance of Cancer. 

Degree-conferring, as well as licensing bodies 
require from men and women seeking the legal 
right to practice surgery evidence that they have 
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attended a certain number of lectures on systematic 
surgery. This custom is a survival of the time 
when text-books were few and rarely good. When 
it became my duty to deliver lectures for “signing- 
up purposes,” as it is termed by the non-respecting 
student, I selected each year a subject which 
deeply interested me, and in regard to which I 
ventured to hope information could be given, 
supplementing the meagre descriptions accorded to 
it in current manuals. 

During the past session I considered that extra¬ 
ordinary perversion of epithelium which we call 
cancer. This is a subject of great importance and 
wide interest, possessing an enormous literature. 
If, as bacteriologists are now teaching, the epi¬ 
thelial covering of the body, within and without, 
is protective and constitutes the first line of defence 
against infection, anything which concerns its 
vulnerability has a personal interest for every¬ 
body. 

The object of these lectuies is to set forth : 
some of the disasters to which men and women j 
are liable when the defensive cells become can- ; 
cerous. 

(Preface to “Cancer Clinically Considered,” by 
J. Bland-Sutton, F.R.C.S.Eng. Advt. in ‘Clin, i 
Journ/) 

(60) 

The Value of Digital Compression in Aneurysm. 

I well recollect in the days of digital compression 
how I and several other members of the football j 
team were pressed into the service, and spent long 
hours exerting violent pressure on the femoral 
artery of an unfortunate patient, the subject of a 
popliteal aneurysm. I often wondered who suffered 
most, the patient (who really suffered a great deal 
and had to be kept under morphia) or the handy 
men who were enticed into the entertainment. : 
The results, at any rate (if one only knew it at the 
time), were certainly not always commensurate 
with the amount of energy expended. No doubt 
a certain number of cases were successful, and 
there is a good specimen in our museum showing 
an aneurysm filled with clot and cured by this 
treatment. 

(“Popliteal Aneurysm,” by Hugh M. Rigby, 
M.S.Lond., F.R.C.S.Eng., ‘ Clin. Journ./ vol. xxxiv, 
p. 261.) 1 


I (60 

Why an Operation is Dangerous. 

Approaching now the question from the point of 
danger, the real reason why any operation is 
dangerous, it seems to me, is because the diagnosis 
is imperfect. It is exactly the same as with cere- 
i bral tumour. Operation per se is not dangerous ; 
it is that the operation is not used fairly as treat¬ 
ment, but as a dernier ressort. 

(“ Diseases of the Thyroid Gland,” by Sir Victor 
Horsley, F.R.S., ‘Clin. Journ./ vol. xxxiv, p. 265.) 

(62) 

Digitalis and Strychnine at the Menopause. 

Referring to the case of a woman, aet. 51 years, 
with oedema of both legs, in whom heart and kidney 
disease and mechanical causes of pressure within 
the abdomen could be excluded, Dr. Leonard 
Williams says : “The presence of oedema to some 
medical men acts as a reflex, and they prescribe 
digitalis with the same promptitude as they con¬ 
tract their quadriceps extensors when their patellar 
tendons are tapped. Another drug which flows 
freely, and even eagerly, from the prescribed pen 
is strychnine, and more often than not it is found 
in combination with digitalis. Now, on the face 
of things, these two drugs may seem indicated in 
a condition such as that before us. The oedema, 
the complaints of faintness and debility and dis¬ 
inclination for bodily and mental exertion all 
suggest a tonic, more especially a cardiac tonic. 
But it is a wile of the Evil One. Whatever else 
we may be ignorant of in connection with the 
menopause, this, at least we do know, namely, 
that it is frequently accompanied by high blood- 
pressure due to the contraction of the peripheral 
arteries consequent upon retained toxins. The 
heart is labouring, it is true, but it is labouring 
under the burden imposed by the increased resis¬ 
tance. Under such circumstances to prescribe 
digitalis and strychnine is merely to add to the 
burden, and to hasten, instead of providing against 
or delaying, the threatened catastrophe.” 

(“With Dr. Leonard Williams at the Polyclinic,” 

‘ Clin. Journ./ vol. xxxiv, p. 397 ) 
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A CLINICAL DEMONSTRATION OF 
DERMATOLOGICAL CASES. 

Delivered at St. Bartholomew’s Hospital. 

By H. G. ADAMSON, M.D., F.R.C.P., 

Physician, Skin Department at the Hospital. 

Gentlemen, —Last Wednesday I gave a demon¬ 
stration of the treatment by carbon dioxide snow. 
There is a patient here to-day with a pigmented mole 
which is being treated with carbon dioxide snow. 
It was a very large hairy mole on the side of the 
face. The treatment is not yet completed but 
there is already very great improvement, and at 
the lower part the mole has been entirely replaced 
by a very fine, smooth, scar-tissue. In applying 
this treatment one must go slowly. It is better 
to begin with short exposures of thirty to forty 
seconds and to increase the time of exposure at 
subsequent sittings if necessary. Before applying 
the snow to a hairy mole it is important to first of 
all cut off the hair, which, being a non-conductor, 
prevents the efficient action of the material. 

Pemphigus. 

This woman, aet. about 60 years, has been the 
subject of extensive pemphigus . She was an in¬ 
patient two years ago. She was very ill indeed, 
and was covered all over with bullae. She was in 
the hospital six months. The treatment was, baths 
of normal saline solution, rest in bed, and, during 
her worst period, small doses of opium. She 
gradually became better, and I have not seen her 
until the present time. She says that she keeps 
in good health, with the exception of occasional 
recurrence of blisters in the mouth, and you will 
see that she has now a blister on the hard 
palate. I do not give these patients arsenic, 
because I find that they do as well without. 
The only drug which seems to really relieve 
their discomfort is opium, and I have an idea 
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that the eruption is also improved by taking 
small doses of opium. It is a remedy which 
was recommended by Liveing some years ago. 

Here is a little girl who had a very severe 
attack of pemphigus; she left the ward twelve 
months ago apparently cured, but she has had 
several minor attacks since. She has pigmented 
scars now, but no blisters. Here is another case, 
which was in the hospital two and a half years 
ago. This child was covered all over with the 
bullae, and is not quite free from the disease even 
yet. There are a few bullae upon the face and 
there is one also on the penis. Being interested 
in the prognosis of cases of pemphigus I have lately 
written to these patients in order to ascertain what 
has happened to them. These cases illustrate the 
tendency of pemphigus to recur, and also the fact 
that the general health is little, if at all, affected. 
What will be their ultimate fate I do not know. 

Lupus Erythematosus. 

I shall now show you some cases of lupus 
erythematosus . Lupus erythematosus may occur in 
any class of patient, and unlike lupus vulgaris, it is 
not uncommon in private pratice. The name “lupus 
erythematosus ” suggests that it is a tuberculous 
disease, and when the name was given to it it was 
thought to be tuberculous. We know now that it 
is quite distinct from lupus vulgaris, and that it is 
not due to the presence of tubercle bacilli in the 
skin. It is only gradually that this distinction has 
been recognised. Lupus erythematosus occurs in 
patients later in life than lupus vulgaris, and it is 
seldom seen in children. Lupus erythematosus 
tends to have a symmetrical and characteristic 
distribution which does not belong to lupus vul¬ 
garis. It frequently occurs on the scalp, while 
lupus vulgaris is very rarely seen there. Lupus 
erythematosus never ulcerates. One of its charac¬ 
teristic features is that it tends gradually to resolve 
and leave a scar behind, so that when a lesion 
has been present for a long time there is a scar 
in the central part while the lesion continues 
to spread at the periphery. On the other hand, 
scarring in lupus vulgaris is always the result of 
ulceration. If you examine the lesions closely— 
and this is important from the clinical point of 
view—you find that in lupus vulgaris there are the 
typical “ apple-jelly ” nodules which I demon¬ 
strated last time. In lupus erythematosus you 


have a circumscribed area which is not broken 
up into nodules but is uniform, and covered with 
minute holes as if it had been pricked over 
with a needle. It has a “ stippled ” appearance. 
This “ stippled appearance ” is one of the most 
helpful features in recognising lupus erythematosus. 
In the most characteristic cases the lesions have 
the “ butterfly ” distribution which we see in the 
first patient. In less severe cases or in the early 
stage, there may be a patch only on one cheek, 
or« patch on each cheek and none on the nose, 
or a patch on the nose only. This young woman 
has a patch on the nose. This older patient has 
a patch on the nose and part of the “ wings ” on 
the cheeks, and she also has a patch on the fore¬ 
head. In a suspected case of lupus erythema 
tosus one always looks at the ears to see if 
they are affected, because it is common to find red 
patches on the ears, and very often there is a little 
loss of tissue there, pieces being, as it were, nipped 
out. You also look at the scalp, because patients 
with lupus erythematosus often have the scalp 
affected. On the scalp the disease occurs in 
the form of permanent bald patches. One also 
looks at the hands of patients, because these 
patients generally have what is known as chil¬ 
blain circulation, and their hands are often 
cold and bluish. All these conditions point to 
there being a poison which is carried by the blood, 
and lupus erythematosus may be regarded as a 
toxic erythema, which is not transient but per¬ 
sistent. By some it is thought that the “toxin” is 
that of tubercle, and that these patients have some¬ 
where a tuberculous focus. But in very few' of 
these cases is there any evidence of tubercle in the 
patient. It is more probably a gastro-intestinai 
toxaemia. On this point, however, we have as 
yet no definite knowledge, and the real nature of 
lupus erythematosus remains obscure. These 
cases are generally very slow in their progress, 
they go on for years, and they tend to cure 
eventually by the production of atrophic scar-tissue. 
Occasionally one sees a case which gets well sud¬ 
denly. Here, for instance, is a patient who had 
lupus erythematosus, but she has nothing of it to 
show now, though if you look very closely you 
will see just a faint scarring on the cheek. That is, 
of course, the best thing which can happen in a 
case of lupus erythematosus. But it does not often 
happen. 
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Treatment .—In the majority of cases one has to 
be content with a more or less inactive role , practi¬ 
cally leaving them alone. In a certain number 
of recent cases benefit may be derived from large 
doses of salicin or quinine. I have had several 
cases which have been successfully treated by 
rest in bed and large doses of salicin. One may 
give as much as 40 gr. three times a day. At 
the same time one should apply mild astringent 
remedies, such as lotio calaminae, or glycerine 
of tannic acid, one, two, or three drachms to 
the ounce of water. But it is only in recent cases 
in which the disease seems to be active and spread¬ 
ing that one can hope for any benefit from these 
measures. In long-standing cases, when the disease 
has perhaps lasted for years and shows little or no 
tendency to active spread, one is, I think, justified in 
employing mild superficial caustics with the view to 
hastening the normal tendency to scar-formation. 
A small area may be painted over with pure carbolic 
acid. There is formed a whitish film or crust, and 
when the crust comes off there has been some im¬ 
provement produced by this mild form of cauteri. 
sation. Other applications having a similar action 
are tincture of iodine, and salicylic acid plaster or 
ointment. Recently, freezing by carbon dioxide 
snow has been much employed as a mild caustic in 
lupus erythematosus. But this also is useful only 
where the disease has become fixed and shows no 
tendency to spread. It should not be applied for 
more than thirty seconds at the first applications. 
In an active early case such treatment is very liable 
to make the condition spread, and recurrences are 
common after its use, even in long-standing cases, 
so that it is not to be indiscriminately employed. 

Psoriasis. 

I shall now show you some examples of a still 
commoner disease, namely, psoriasis. Here are 
three cases of typical psoriasis. Except for the 
eruption the patients are in good health. And this 
is the rule in psoriasis. It is unusual to detect any 
disturbance of the general health. Neither is there 
any itching, in the great majority of cases at any 
rate. There is no discharge or crusting, and the only 
inconvenience to the patient is the presence of the 
rash. The eruption has very characteristic features. 
It consists of sharply circumscribed, red, disc-like 
scaly patches. As you see in these patients, the 
patches may vary much in size. In one patient 


I they are not larger than a split-pea, in another as 
large as a florin, and in the third as big as the palm 
! of the hand. It is, indeed, mainly in the size of the 
! patches that the eruption varies; it is otherwise little 
liable to modifications. In all three patients the 
eruption tends to be generalised and symmetrical, 
but it has certain favourite situations where it is 
more marked, notably on the elbows and knees. 
In this patient the patches do not now show the 
lypical silvery scales. In fact at first sight the case 
might easily be mistaken for a secondary lenticular 
papular syphilide, such as I showed you at the last 
demonstration. But on scraping the patches with 
the nail, or, better, with a blunt instrument, the 
silvery scales at once appear. You will notice that 
when I scrape this patch of psoriasis more and more 
silvery scales appear. But if I continue scraping I 
at last reach a point when there are no more scales 
but only a smooth, glazed red patch. If I press 
this patch with my finger the redness disappears 
I and there is no feeling of infiltration in the skin. 

! When scraped still further minute bleeding points 
| occur. This has been called the 44 scraping test ” for 
: psoriasis, and it is often very useful indeed in helping 
[ one to make a diagnosis in a doubtful case, espe- 
| dally in the diagnosis of psoriasis from a syphilitic 
eruption. In a syphilitic papule there is a distinct 
feeling of infiltration in the skin, and on scraping 
! the papule, instead of producing a smooth glazed 
1 surface with bleeding points, as in psoriasis, one 
! tears or digs out the tissue. In syphilitic eruptions 
! we often have other evidences of syphilis to guide 
I us, but not always, and in doubtful cases we may- 
have to depend upon our examination of the 
eruption alone. It is then that this 44 scraping test ” 
is so useful. 

Other features of psoriasis are, as you know, 

| that it tends to recur again and again in the same 
patient, and that it is often a family disease. It 
may make its first appearance at any period of 
life, but once attacked a patient is always liable to 
it. In the case of this woman, who is 35 years of 
age, her first attack appeared at the age of twenty- 
one. Yesterday the patient brought her mother 
to the hospital, who only this last week had 
| been first attacked at the age of sixty. 

i 

i Psoriasis of the Nails. 

i One of these patients has, you will notice, a 
j pitting of the nails, indicating probably that the 
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disease has affected the root of the nail and so in¬ 
terfered with the nutrition and growth of the nail. 
In other cases a patch of psoriasis may occur on the 
bed of the nail, so that the nail is separated -from 
the bed at that part. These two conditions—the 
pitied nail and the scaly patch on the bed of the nail 
—sometimes occur without anygeneralised eruption 
of psoriasis, and they may then be difficult to 
diagnose from similar conditions occurring in 
eczema, syphilis or ringworm of the nails. Here is 
a case in point. This child has two nails on one 
hand pitted all over like a thimble, and on the 
other hand an opaque patch in one nail with 
scaling beneath the nail. Here, as is often the 
case, on careful search we find a single patch of 
typical psoriasis on the trunk which gives us the 
clue to a correct diagnosis. Otherwise we might 
have suspected ringworm. 

Psoriasis of the Palms. 

This other patient, a woman, has the same 
condition of the nails, and she has also psoriasis 
of the palms. I show this case to illustrate the 
fact that psoriasis may attack the palms, often 
without any eruption elsewhere, and to point out 
the difficulties of diagnosing these scaly eruptions 
of the palm. 

There are several kinds of eruption on the palm 
•vhich give very much the same appearance, that is 
to say, scaly patches ; they are eczema, syphilis, 
and psoriasis ; and recently we have come to know 
that ringworm may also occur on the palm and 
produce scaly patches. Those are the four diseases 
one has to think of in the case of scaly patches on 
the palm. If one sees patches of psoriasis else¬ 
where it is very great help in diagnosis. And we 
notice here that there is a typical psoriasis patch 
on the back of one thumb. In secondary syphilis 
you may sometimes see reddish-brown scaly 
patches on the palms, but always associated with 
generalised syphilis elsewhere. But in the late 
syphilides of the palm which occur three or four or 
more years after infection, you are likely to get 
scaly patches which are difficult to diagnose from 
eczema and psoriasis. It is obviously important 
from the patient's point of view that you should 
make a diagnosis. That which helps sometimes 
is the condition of the tongue. In many of these 
cases of scaly syphilide of the palm the patient 
has chronic superficial glossitis. Also, if it is a 


late syphilide of the palm there is often on the 
edge of the patch some definite reddish-brown 
infiltration, and in other cases there are signs of 
ulceration. In the case now before us there is no 
evidence of infiltration at the edges of the patches. 
In eczema of the palm there is always itching, but 
neither syphilis nor psoriasis itches. And in the 
| case of eczema of the palms you may find typical 
j eczema on the backs of the hands, and just beyond 
| the margin of the palmar patches there are little 
vesicles which you do not find in psoriasis or in 
syphilis. In ringworm of the palm there are 
generally also little vesicles or pustules at the 
margin of the patch, and it is often only by the 
microscopical finding of fungus that the diagnosis 
from eczema can be made. 

In regard to the treatment of psoriasis, although 
we recognise in this affection a definite disease with 
characteristic features of its own, we have as yet no 
clue whatever to its causation, and therefore our 
treatment is necessarily empirical. It is. on the 
j whole, however, very successful. We cannot pre- 
j vent psoriasis from recurring, but we can always 
cure a present attack. Many drugs have been used 
as internal remedies, but the results are always 
uncertain and generally less rapid than those 
obtained by external medication. The form of 
treatment adopted will vary according to the case, 
j In a recent case it is best to use some mild and 
clean application, such as ung. acid salicylic gr. 
xv-xx, ad 3i, to be rubbed in daily after soaking 
in a warm bath. In cases where the eruption has 
i persisted for months or years treatment may be 
i carried out by the patient while he is getting about 
and pursuing his ordinary occupation. One of the 
best remedies to use in such cases is liq. picis 
carbonis B.P. This is scrubbed into the patches 
i daily with a stiff brush or a piece of lint. It dries 
; quickly, and does not soil the clothesas tar ointments 
do. In other more extensive eruptions, or where 
it is necessary to cure the patient quickly, it may be 
i necessary to put him to bed in order to carry out 
the treatment rapidly and effectually. The best 
^application to use then is chrysarobin in the form 
, of the ung. chrysarobini B.P. It is by far the most 
| efficient and rapid cure for psoriasis, but its use has 
certain drawbacks which make it desirable to 
keep the patient under close observation. It may 
j produce a violent erythema of the skin about the 
flexures and elsewhere, and it may lead to painful 
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conjunctivitis should it get into the eyes. It also 
stains the linen permanently. These evil effects 
can be avoided by clothing the patient in old 
garments, by forbidding the application of the oint¬ 
ment to the scalp, face and hands, and by using it 
tentatively upon one limb before rubbing it all over 
the body. The ointment is rubbed in once a day 
and a bath given after four or five days. The 
patches soon begin to get pale and free from scales 
and the rubbing is continued until the pale areas 
become stained like the normal skin around. For 
the scalp and hands one may use a tar ointment 
such as ung. ol cadini B.P., or a more cleanly 
application such as /Lnaphthol gr. xx, resorcin gr. xx, 
vaselin ^j. 


Lichf.n Planus. 

I shall now show you some cases of lichen 
planus. It is not so common as psoriasis, though 
I think it is more common in private practice 
than among hospital patients. Lichen planus is an 
eruption in which the patient generally comes to 
the doctor on account of intense itching. Now 
this man is undressed you can see an eruption 
of papules which have a curious violet tint. 
There is no discharge. It is a dry eruption. 
Sometirfies there is a little scaling, and when 
there is scaling it is often mistaken for psoriasis. 
But if you look at it closely you will see it 
is made up, not of scaly patches like psoriasis, 
but of papules which have an angular outline. 
There are certain favourite situations for the erup¬ 
tion, and these are especially those parts where 
there is friction from the clothes. You will notice 
that the eruption is abundant on the front of the 
forearms and wrists, where the cuffs rub. This is 
a common situation for it to appear. Another 
situation for the lesions is on the inner aspects of 
the thighs where the clothes rub, and in women 
round the waist, where there is friction from the 
corsets. It also appears on the back of the neck 
where the collar rubs. Very often it occurs also 
in the mucous membrane of the mouth. There 
the patches are whitish in colour, as though sodden. 
This young woman presents a typical case of the 
disease. Sometimes there are fairly large patches 
of eruption, and these are formed by the union of 
a number of separate papules, not, as in psoriasis, 
by the outward extension of a single lesion. It is 
important to be familiar with the appearance of 


the purplish, flat-topped, burnished papule with 
angular outline which forms the primary or 
essential lesion, for often one’s diagnosis depends 
on recognising this. Lichen planus has not the 
same tendency to recur as has psoriasis. It may 
last three months or six months, or even longer. 
As it fades it often leaves pigmentation behind, and 
the pigmentation may remain for long after the erup¬ 
tion itself has been cured. A very important point 
to remember is that lichen planus usually occurs in 
people who have been over-worked or worried. 
You may see it, for instance, in a tradesman whose 
business has failed, in a nurse who has had a long 
and difficult case to nurse, in a society lady at the 
end of the London “season,” in a doctor who had 
not taken a holiday for many years and so on. 
There seems to be a neurotic element in many of 
these cases ; the affection occurs particularly in 
people who are highly strung and nervous. In the 
treatment of lichen planus arsenic is regarded by 
some as a specific. But in the experience of others 
it is only in a very small proportion of cases that it 
has any effect, and it has an effect only when 
pushed to the limit of tolerance. Another drug, re¬ 
commended by Liveing, is also useful, namely per- 
chloride of mercury. I do not know why, but it has 
a good result in many cases of lichen planus. It 
must be given in doses of 5j~?)iss of the liquor 
hydrarg. perchlor. One must also apply something 
locally which will stop the itching. A favourite 
application is—ung. zinci 5j, acidi carbolici n\x to 
xv; hydrarg. perchlor. gr. ij. A weak carbolic 
lotion or lead lotion or tar lotion may be used. 
But, as I have said, lichen planus often occurs in 
persons who have been worried or over worked, 
and the best of all treatments is to keep the 
patient in bed—to give him a “ rest cure.” 
Often it is necessary to take the patient away from 
the surroundings and the circumstances in which 
he has been living. Such treatment is generally 
far more effectual than drug treatment. 

Occasionally one sees patients in whom the 
eruption, instead of disappearing altogether, remains 
in one part, especially the legs, and particularly if 
the patient has varicose veins. Then the papules, 
from being flat and shiny, become thick and warty, 
and there are heaped-up, irregular-shaped, almost 
warty patches, which we call lichen planus hyper - 
trophicus . In this case which I show you one can 
almost make the diagnosis from the “ violaceous ” 
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colour of the patches alone. The larger patches 
are made up of groups of the characteristic lesions 
which have run together. This patient has also 
very marked lesions in the mouth and on the 
tongue. These cases are more difficult to cure than 
ordinary lichen planus. The varicose veins such as 
this patient has must he supported by means of an 
elastic stocking or bandage, and a plaster of acid- 
salicylic may be applied to the warty patch. 

Lichen Urticatus. 

Here are two babies who have a common affection 
of infants and young children, namely lichen 
urticatus. The eruption is a form of nettle-rash 
peculiar to children and it is called lichen urticatus, 
because the lesions consist of two elements, namely, 
a wheal, which has at its centre a firm red papule. 
These urticarial patches come out at night and dis¬ 
appear during the day; but they leave behind the 
firm red papules, which are seen as a scratched 
papular eruption during the daytime. The favourite 
situations of the eruption are the loins, the arms 
and the legs, and the back. The condition which 
we have particularly to diagnose from this is 
scabies . Both scabies and lichen urticatus are 
eruptions which itch, and in both the child is 
covered by scratched papules. A circumstance 
which often helps the diagnosis is that when the 
child has scabies the mother or the nurse is also 
generally affected. In scabies one finds the 
characteristic burro\v of the insect, and in lichen 
urticatus the wheal with a central papule. Scarcely 
any child escapes lichen urticatus. Some have 
the affection mildly, some have it badly. It is 
supposed to be due to gastro-intestinal disturb¬ 
ance, but it often happens that one carefully diets 
the child and yet the eruption persists. Never¬ 
theless, there is no doubt that disturbances of 
the digestion make the eruption worse, and one 
should always insist upon proper feeding suitable 
to the age, and the avoidance of raw fruits, sweets, 
etc. Hydrarg c creta gr. ss may be given every 
evening and bicarbonate of soda or bismuth 
mixture in the day, and local anii-pruritic lotions 
employed. A useful lotion is liq. picis carbonis 
5$s, liq. plumbi subacet. Jss, glycerini 3j, aq. ad. 
Jviij. The child should be lightly clad at night, 
and the bath should be given in the morning rather 
than at bedtime. The eruption is generally worse 
in summer and often disappears in the winter. 
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Lichen urticatus is not infrequently mistaken for 
chickenpox , because sometimes the central papule 
is replaced by a vesicle, so that when the wheal 
dies away there remains a clear vesicle closely 
simulating that of varicella. It is often only the 
long persistence of the vesicular eruption for days or 
w'eeks wdiich reveals the mistake in diagnosis. 

September \6th , 1912. 

High Blood-Pressure and the Commoner 
Affections of Arteries. —French is certain that 
the pressure can only be reduced safely when 
the muscle of the arterial coats is still muscle, 
though it may be out of training and stiff. So long 
as it is muscle it may be rendered lissom again by 
arterial gymnastics, and so brought back under the 
control of the vaso-motor system, to the great relief 
of the heart. When, however, the tunica media of 
most of the arteries, particularly those of the 
splanchnic area, is fibrous and no longer muscle, a 
high blood-pressure becomes a necessity if the 
patient is not to be permanently invalided. If, 
French says, one relies solely on the 4 ‘ toxic ” and 
the “increased peripheral resistance” theories of 
arterio-sclerosis and high blood-pressure, one may 
often treat the patient on the wrong lines ; the cor¬ 
rect lines of treatment being, he says, (1) preven¬ 
tion by moderation in eating and drinking, a due 
alternation of brain work with physical exertion 
daily ; not too long sustained a sameness of arterial 
calibre, whether in the limbs, the splanchnic area, 
or the brain. (2) Relief in the earlier stages, by 
carefully considered steps that may be classed 
together under the heading of “ arterial gymnas¬ 
tics.” (3) Recognition of the fact that when the 
stiffening stage has passed and fibrosis is already 
established a high blood-pressure is to a greater or 
less extent a necessity ; that it has to be main¬ 
tained by the heart; that it could be lessened by 
lessening the work of the heart, as by invaliding 
the patient or putting him to bed ; but that if the 
patient is to continue life in anything like its full 
acti\ity the heart must be enabled to maintain a 
high blood-pressure, for which purpose iodides, 
nitrites, etc., are relatively useless ; cardiac “ train¬ 
ing” by regulated massage, exercises being far 
more important, and the chief drugs to rely on 
when the heart symptoms are well developed being 
those w'hich increase the force of the heart-beat, 
especially full doses of tincture of digitalis.— Journ. 
A.M.A ., vol. lix, No. 6. 
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SIX CLINICAL LECTURES* 

ON 

THE DIAGNOSTIC VALUE OF 
SENSORY CHANGES IN DISEASES 
OF THE NERVOUS SYSTEM. ! 

By HENRY HEAD, M.D., F.R.C.P., F.R.S. , 

Physician to the Hospital. 

Lecture III. 

In the last two lectures I have attempted to 
unravel the complexities of peripheral sensibility 
in as far as these phenomena can aid in diagnosis. 
You have seen the various dissociations which can 
occur, and have learnt the curious and apparently 
illogical grouping of sensory functions in the 
peripheral systems. 

As soon as we pass on to consider lesions of the 
spinal cord, the whole picture changes. The loss , 
of sensation reveals an arrangement of afferent 
impulses more consonant with our preconceived 
ideas. If the patient is insensitive to pain he can 
appreciate neither the pain of a prick nor that 
evoked by excessive pressure. In the same way 
he may have lost all sensation to heat, although 
he can recognise perfectly all degrees of cold : or 
heat may be appreciated in spite of complete 
insensibility to cold. 

All those impulses which underlie our apprecia¬ 
tion of posture, passive movement, vibration, the 
compass-test, size, shape and form become gathered 
together, so that they can be interrupted apart 
from those which underlie any other form of sensa¬ 
tion. Appreciation of the compass-test may even 
be grossly defective, although sensations of touch, 
pain and temperature are perfectly preserved. 

This remarkable change in grouping of sensory 
impulses occurs at the first synaptic junction in the 
spinal cord, where the afferent impulses from 
the periphery become arranged more nearly accord¬ 
ing to the quality of the sensations they ulimatetly 
evoke. Thus a lesion of the spinal cord evokes 
sensory disturbances which differ fundamentally 
from those produced by affections of the peripheral 
nervous system, even by injuries of the posterior 
roots. 

* Delivered at the London Hospital. 


To illustrate this re-grouping of different impulses 
let me now show you a patient, whom we owe to 
the kindness of Dr. James Collier, of the National 
Hospital, Queen Square. 

Case 4.— Brown-Sequard Paralysis * 

A man, aet. 34 years, was thrown from his van 
in consequence of a collision on May 30th, 1908. 
He was concussed, and did not regain consciousness 
until three weeks after the accident, when he found 
he was unable to move his right arm and leg. He 
regained power slowly, and about two months 
after the accident he was able to walk. From the 
first he knew he could not recognise the position 



spinal cord. The darkened areas correspond to the 
loss of sensation to pain and temperature. The num¬ 
bers represent the pressure in kilogrammes necessary 
to evoke pain. 


of his right arm, but was unconscious of the loss 
of painful and thermal sensibility. 

His gait shows a certain awkwardness, but he is 
not paralysed : all movements can be readily carried 
out, although the strength of the right leg is slightly 
less than that of the left. 

All the deep reflexes on the right half of the 
body are exaggerated, and stimulating the sole 
gives an extensor response ; all reflexes on the left 
half of the body are normal. 

Over the whole left half of the body he is insen¬ 
sitive to pain, heat and cold (Fig. 10), but tactile 

* For a full account of this case see * Brain,' 1911, vol. 
xxxiv, Parts II and III, p. 102. 
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sensibility is perfect, and he has no difficulty in 
recognising the size and shape of objects placed in 
the left hand. He is not only unable to appreciate 
the pain of a prick, but a pressure even of 18 kgrm. 
cannot evoke a painful sensation. That is to say, 
although hecan recognise the tactile element of pres¬ 
sure and can gauge its increase, he cannot appreciate 
the pain it should produce when it exceeds about 
5 kgrm. The painful impulses from the deep 
system and those from the skin have obviously 
come together into a single group, and this group 
can no longer reach the sensorium from the left 
half of the body. 

When we turn to the condition of the right half 
of the body, that is, to the parts on the side of the 
lesion, we find almost the exact converse. All 
sensibility to touch, pain and temperature is per¬ 
fectly preserved, but the patient is unable to 
recognise the posture of the right arm and leg, and 
can neither name nor imitate correctly the posi¬ 
tion into which they had been placed. 

If his eyes are closed and he is asked to find the 
tip of his right index with his normal forefinger he 
is unable to do so, because he does not recognise 
the position of the right hand in space. If, on the 
contrary, he is asked to touch the normal with the 
affected hand he is able to do so, because he 
knows the position of the part at which he 
is aiming. Like all uncomplicated cases of 
defective postural appreciation due to organic 
disease, he has greater difficulty in finding the 
affected forefinger with the normal hand than 
when attempting to touch the normal with the 
abnormal hand ; for it is easier to hit a point 
whose position in space is known, even with a 
defective limb, than to reach an unknown goal 
with the normal hand. 

In the right hand he is unable to recognise the 
size and shape of common objects, such as coins, 
a pair of scissors, a knife and a pencil; and yet 
tactile sensibility is entirely unaffected. 

He cannot discriminate two weights which 
differ by 500 grm. from one another when they 
are placed in his right hand, and over both 
the right arm and leg the vibrations of a tuning- 
fork (C. 128) are appreciated badly or not at all. 

On the right cheek and in the occipital region 
sensation to prick is lost or greatly diminished, 
but thermal sensibility is intact. This represents 
the local sensory effect of the lesion, and points 


to its situation in the extreme upper end of the 
spinal cord. 

From this case we learn that the impulses 
underlying sensations of pain, heat and cold 
become re-grouped according to quality, and pass 
rapidly across the spinal cord to ascend in the 
opposite half to that by which they entered the 
central nervous system. Those impulses, on the 
contrary, which are associated with the apprecia¬ 
tion of posture, size, shape, weight and vibration 
continue on the same side of the spinal cord 
until they reach the nuclei of the posterior columns. 
These functions are therefore disturbed on the 
same side as the lesion and on that half of the 
body where increased reflexes and an extensor 
plantar response point to affection of the pyramidal 
tracts. 

The case we have just examined is of extreme 
scientific interest, and illustrates in an exquisite 
manner the changes which occur when afferent 
impulses pass from the peripheral into the central 
nervous system. But in practice we are com¬ 
pelled to deal with cases which present much more 
intricate problems for interpretation, and the next 
patient I shall show you will illustrate the way in 
which sensory manifestations fall into their place 
amongst the other signs used in diagnosis of the 
site and nature of a lesion in the spinal cord. 

Case 5. —Paraplegia associated with Localised 
Pia-arachnitis. 

This young man, 23 years of age, a pastry-cook by 
profession, began to complain of loss of power in 
the left leg in August, 1911. About Christmas 
this leg became “ numb,” and the right leg began to 
grow weaker. He denies all possibility of venereal 
I infection, and the Wassermann reaction is negative 
both in the blood and cerebro-spinal fluid. 

Both legs are spastic, but the loss of power is 
much greater in the left than in the right. Except 
for slight wasting of the muscles over both iliac 
crests there is no obvious atrophy, 
j The knee-jerks are intensely exaggerated, ankle 
| clonus is present on both sides, and both plantar 
reflexes give an extensor response. 

He complains of a “ feeling of painful tightness ” 
round his body above the umbilicus, and over the 
whole of the area dotted on Fig. 11 he complains 
that a dragged pin causes excessive pain. This 
area, which can be marked out with considerable 
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accuracy, corresponds to the distribution of the 
eighth and ninth thoracic roots. 

When we examine the loss of sensation, the 
whole left leg is found to be insensitive to heat 
and cold, and it is completely analgesic with the 
exception of a small patch in the region of the 
second and third sacral areas. On the right leg 
the loss is confined to the abdomen and front of 
the thigh. 

Over the front of the left leg tactile sensibility is 
diminished, but is nowhere lost. 

The gravest sensory change consists in a complete 
insensibility to the vibrating fork up to the pelvis, 
and want of appreciation of posture and passive 
position in both lower extremities. 



Fui. ii.—To show the distribution of the changed sensi¬ 
bility to the prick of a pin. The dotted area corre¬ 
sponds to the parts that were over-sensitive to the 
dragged point and toother potentially painful stimuli. 
The striped area represents the extent of the complete 
analgesia to prick. Thermal stimuli were not appre¬ 
ciated over the whole of the left leg. Sensibility to 
cotton-wool was diminished but not lost over the 
greater part of the left leg. 

The first step in diagnosis is to discover from 
the physical signs to what extent the spinal cord is 
affected, considered in transverse section. Draw a 
picture of the spinal cord, and shade in one by one 
the various tracts that can be shown to be inter¬ 
rupted. The condition of the reflexes and the 
spasticity reveal an affection of both pyramidal 
tracts. The gross loss of recognition of posture 
and vibration point to interference with the pos¬ 
terior columns of both sides. The analgesia and 
thermo-ansesthesia occupy mainly the left leg, and 
we therefore look to a greater destruction of the 
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right spino-thalamine tract situated in the lateral 
portion of the cord. Tactile sensibility is also 
somewhat diminished, and wherever this is the 
case we know the lesion must be bilateral. For in 
order that touches may not be appreciated, the 
posterior columns of the opposite side and the 
antero-lateral column of the same side as the loss 
of sensation must be affected. 

Next we must determine the longitudinal extent 
of the lesion. The upper level is given in this case 
by the affection of the eighth and ninth thoracic 
roots, shown by the area of excessive response to 
prick dotted on Fig. n. In spite of the undue 
pain caused by pricking within this area, the force 
necessary to evoke it is greater than usual; it is an 
area of what has been called “analgesia dolorosa.’’ 

The upper level of the complete loss of sensation 
corresponds roughly to the eleventh thoracic seg¬ 
ment, four segments lower in the cord than the point 
indicated by the sensory effects of the root lesion. 
This is invariably the case; the upper limit of the 
crossed analgesia and thermo-anesthesia always lies 
from three to five segments lower than the actual 
level at which the cord is affected. 

What is the nature of this lesion ? It is evi¬ 
dently something within the cord, and yet it affects 
the roots as high as the level of the eighth thoracic. 
Fortunately I am able to tell you its exact nature, 
for six weeks ago Mr. Sherren performed laminec¬ 
tomy and the following condition was revealed. 
On opening the dura mater it was found to be 
adherent to the piaarachnoid as highasthe seventh 
thoracic vertebrae. The cord seemed to be dis¬ 
tended, as by a cyst, from the level of the seventh to 
that of the ninth vertebrae : when this was incised 
much fluid spurted out and the cord collapsed for 
a distance of two inches. Evidently this was a 
case of localised pia-arachnitis with cavity forma¬ 
tion within the cord. 

Thus, although in this case we arrived at no 
diagnosis as to the pathological nature of the 
lesion, we were able by means of the changes in 
sensation to localise it correctly, and to demon¬ 
strate that it was one which affected both the roots 
and the substance of the spinal cord. 

September \ 6 th, 1912. 
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Extracted from the Clinical Journal. 

By F. W. LANGRIDGE, M.R.C.S., L.R.C.P. 

(Continued from p. 368 .) 

(63) 

Cancer not necessarily a Disease of Advanced Age. 

One is apt to associate the occurrence of cancer 
always with advanced age, and to think that only 
people of advanced or middle age are likely to be 
the subjects of carcinoma. But in the case of 
cancer of the cervix it is relatively common in 
comparatively young people. For instance, it is 
not uncommon at the age of thirty, and we even 
find a certain number of cases—and I have seen a 
few—in which it occurs under thirty years of age. 

(“The Operative Treatment of Carcinoma of 
the Uterus,” by Arthur H. N. Lewers, M.D., 
F.R.C.P., ‘Clin. Journ./ vol. xxxiv, p. 401.) 

(64) 

Cancer not necessarily fainjui. 

The symptom which more pre-eminently charac¬ 
terises the early stages of cancer of the cervix is 
bleeding, bleeding between the periods, or some 
discharge containing blood in between the periods. 
At that time there is no pain whatever in cases of 
cervical cancer. Remember that, because the 
public mind associates pain with cancer, and the 
patient is apt to think because she has no pain 
that therefore, no matter what the trouble is, it is 
not likely to be cancer. But there is no more 
dangerous fallacy. For a long period, in fact, 
as long as the disease remains limited to the 
cervix itself, the patient has no pain at all. It is 
not until the disease begins to spread beyond the 
limits of the cervix that you begin to find the 
patient has pain. So do not be misled. Any 
unexplained bleeding, any bleeding occurring 
between the periods—if we take a patient during 
menstrual life, or still more definitely, any bleeding 
occurring after a definite menopause has been 
established—is extremely suggestive of cancer. 

(Ibid.) 

(65) 

Diagnosis of Intussusception in Children . 

Turning now to the symptoms of this disease, 
(acute intussusception) there are three which are 
of great importance in the diagnosis of the con¬ 


dition in children. They are, the sudden onset of 
screaming in a previously healthy infant, followed 
by vomiting and the passage of stools containing 
blood and often consisting of blood and mucus 
only, without any fsecal material, the symptoms 
occurring in this order. In a child they are patho¬ 
gnomonic. 

(“Acute Intussusception,” by James Sherren, 
F.R.C.S., ‘Clin. Journ./ vol. xxvi, p. 184.) 

( 66 ) 

Idiosyncrasy in Gout. 

In no disease does idiosyncrasy, that great 
stumbling-block in therapeutics, make itself more 
evident than in gout. 

(“ A Clinical Lecture on Gout,” by Samuel West, 
M.D., F.R.C.P., ‘Clin. Journ./ vol. xxxv, p. 17.) 

(67) 

The Mystery of Fain. 

A distinguished personal friend of mine, to whom 
in the past I was indebted for many kindnesses, 
and whose ideals were not merely mythical wills- 
o’-the-wisp, mental muscce volitantes , but actual 
living potentialities, objective realities to be grasped 
and incorporated with the individual life, the late 
James Hinton, philosopher and otologist, wrote a 
short but remarkable brochure entitled the ‘Mystery 
of Pain.’ In it the view of pain from the psychi¬ 
cal standpoint is discussed. “ We have,” as he 
says, “ to accept pain as a fact, existing as a 
deep necessity, having its root in the essential order 
of the world.” If this be true—and I believe it to 
be so—and recognising the universality of evo 
lution’s operations in Nature, and realising that 
from the nebulous spiral seen in the genesis and 
growth of a world to a spirochaete there appears to 
Nature’s eye to be a unification of design and 
scheme, then “ the groaning of the whole creation ” 
comes to occupy its place in the working out 
and completion of a design that embraces alike the 
star and the micro-organism. Certain it is that 
pleasure and pain are very closely allied, and that 
one of the greatest of retrospective pleasures is the 
remembrance of the endurance and conquest of 
pain. Does not this anticipated sequence of the 
endurance of pain explain much of human effort, 
even when that effort has no possible reward save 
the acknowledgment by his fellows of the man’s 
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triumph over obstacles that involved in their con¬ 
quest privation and suffering ? Witness the late 
achievement of conquest of the North Pole. 
Pleasure and pain are part of the law of action and 
reaction to which we all, rich and poor alike, wise 
man or fool, have to submit. 

(“The Significance of Pain,” by H. Macnaugton 
Jones, M.D., M.A.O., M.Ch., ‘ Clin. Journ.,’ vol. 

XXXV, p. 28.) 

( 68 ) 

Woman's Capacity for bearing Pain. 

It is remarkable how women generally bear pain, 
though they may vary greatly in their fortitude and 
their sensitiveness to it. Nature's decree that in 
great suffering the woman must bear her offspring 
would appear to have a corollary in the increased 
capacity of the sex to endure. In my experience 
women bear pain much better than men, and it is 
sometimes the woman from whom we least expect it 
who is most patient, and shows the greatest courage 
when she is put to the test. It may be that it 
is this tacit recognition by men of woman’s power 
of endurance, and the man’s familiarity with her 
resignation under the painful burden Nature has 
placed upon her in the discharge of her sexual 
functions—in many cases amounting to years of 
recurring monthly suffering—that frequently leads 
him to slight, if not to altogether ignore, her com¬ 
plainings, and even those to whom she might most 
reasonably look for sympathy are often too in¬ 
clined to ascribe her complaint to “ temperament ” 
and “ nervousness.” 

(Ibid.) 

(69) 

Diagnostic Cloaks for Carelessness. 

“ Neurosis,” “ neurasthenia,” and “ hysteria ” are 
terms that are convenient excuses when patience 
and trouble are alike demanded in a reasonable 
search after the true cause of the woman’s com¬ 
plaint. I know of no more dangerous terms in the 
gynaecological vocabulary than these. They are 
apt to lead the young and unwary practitioner into 
a diagnostic cul-de-sac, missing, in his stumble 
therein, the track to some serious pathological 
condition that this delusive impression has pre¬ 
vented his reaching. 

(Ibid.) 


(70) 

| Symptoms in Women sometimes in Inverse Pro- 
\ portion to the Gravity of the Disease. 

I do not in the least infer that there are not many 
! morbidly introspective women who suffer from delu¬ 
sive impulses and pains that are truly imaginary, 
and who are in the strict acceptation of the 
i term neurotic. Thus, out of the catamenial crisis 
| and during the nerve storms of the climacteric, we 
have actual hysteria and neurasthenia leading up 
to, and oftentimes across, the borderland of dis¬ 
order of mentalisation. We all know the patient 
who, if you do not interrupt her, will pass in review 
every part of the body, from scalp to toe, to which 
she pathetically points as the seat of pain. None 
the less has she to be treated for this. From this 
allusion to capacity to endure (vide 68), or 
exaggerated sensitiveness and wholly subjective 
symptoms, I come to the important fact that often 
the gravest pathological condition in the genitalia 
are not attended by much actual pain, and we are 
amazed on examination to find an amount of 
disease present which we cannot conceive pro¬ 
gressing without anything more being felt than 
some “ discomfort ” and “ slight suffering.” We are 
surprised by the assurance that there has been no 
pain to speak of. This is so, even when bowel and 
bladder are mechanically affected by the pressure. 

| (/<*/«/.) 

(71) 

A Stitch in Time. 

Close inquiry will reveal the fact that years may 
have elapsed since pain was first experienced— 
delicacy on the woman’s part, dislike or fear of 
interference and the apathy of friends have con¬ 
tributed to the neglect of Nature’s demand for 
attention at the critical time when the proverbial 
“ stitch in time ” would actually save the need for 
many a suture and ligature in the future. 

(Ibid.) 

(72) 

Vomiting in Pyloric Stenosis. 

There is no case of pyloric stenosis which does 
not vomit from time to time—a clinical fact which 
I feel sure is not sufficiently recognised. 

(“On Functional Disorders of the Stomach and 
Intestines; their Diagnosis from Organic Disease, 
and Treatment,” by Sidney Martin, M.D., F.R.S., 
‘Clin. Journ.,’ vol. xxxv, p. 38.) 
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(73) | 

The Personal Equation in Disease. 

And I may say that I have been somewhat led | 
to this choice of subject (the responsibility of the | 
patient himself for any given condition of disease) 
by what, unless I am mistaken, appears to be an 
indication that in the far-reaching and all-important 
extension of our knowledge by the discovery of 1 
the part played by microbes in the production of 
morbid states, that the personal factor is running j 
the risk of being somewhat lost sight of, if not 
admittedly, at least in fact. 

(“The Responsibility of the Oganism in Disease,” 
by W. H. Allchin, M.D., F.R.C.P., ‘Clin. Journ.,’ 
vol. xix, p. 17.) 

(74) 

Prognosis in Cases of Acute Pleurisy . 

I suppose we shall all agree that patients who 
have had one attack of acute pleurisy with effusion 
and have been tapped once or twice, or not tapped 
at all, usually leave the court without a stain upon 
their characters. They are admissible by insur¬ 
ance companies at normal rates, and the only 
record that remains (and that not always) is a 
slight departure from the normal physical signs, 
and perhaps of the mobility of the side that has 
been affected. 

(“Prognosis in certain Inflammatory Diseases 
of the Chest and Pleura commonly treated Surgi¬ 
cally,” by Rickman J. Godlee, M.S., F.R.C.S., 
‘Clin. Journ.,’ vol. xxxv, p. 49.) 


business and Switzerland for pleasure, drives a 
motor for excitement, and plays golf for repose/’ 
(Ibid.) 

(77) 

Mistrust “ Migraines ” after Forty-Five. 
Commenting on a case diagnosed as “migraine ’ 
which afterwards turned out to be one of cerebral 
tumour, Prof. Allbutt says: “The only criticism I 
myself would venture to make upon this diagnosis 
is that migraine does not begin in middle life ; 
nay, I would go further than this, and say that if 
in a person who has been subject to migraine 
in early life, severe headache persists after middle 
life,such person may be perfectly sound in every way, 
but he may very well not be so ; generally speaking, 
indeed, he is not. A so-called migraine persisting 
after the age of forty-five or fifty is to be looked 
upon with very grave suspicion indeed. In such 
cases you will examine the urine very carefully, 
and the arteries very carefully; or, as in this case, 
some indications of a latent cerebral tumour may 
be hit upon. Mistrust * migraines,’ then, how- 
! ever * paroxysmal ’ the attacks may be, however 
typical the affection may appear if they go on after 
forty-five years of age. I am almost disposed to 
say curtly, that if in a migrainous person the 
migraine persists in later life, there is probably a 
screw loose somewhere in his constitution.” 

I (“Some Neuroses,” by Prof. T. Clifford Allbutt. 

| M.D., F.R.C.P., F.R.S., 4 Clin. Journ.,’ vol. xviii, 

I P- 225.) 


(75) 

Tapping v. Draining of Serous Pleuritic Effusions. \ 
Are we justified , then, in incising and draining 
serous effusiofis that re-accumulate ? To this 
different answers will be supplied. For myself j 
I am so afraid of leaving a permanently open | 
pleura with collapsed lung that I advise repeated ! 
tapping, even up to seventy times seven, tedious J 
though the process be. 

(Ibid.) 

(76) 

Proofs of Sound Health. 

Referring to a man, aet. 52 years, who had been 
tapped altogether sixteen times, Dr. Godlee says: 

“ He is now in good health, goes to town for 


(78) 

The Origin of Medicine. 

In the history of ancient medicine everything 
seems to go back either to the Chinese or to 
Hippocrates. 

(“ The Results of Recent Research on Certain 
Diseases,” by F. M. Sandwith, M.D., F.R.C.P., 
‘Clin. Journ,’ vol. xxxiv, p. 132.) 

(79) 

Newer Methods of Diagnosis v. the Older. 

I have often asked students at examination, “ If 
a policeman were to bring a piece of garment with 
a stain upon it, and he asked you whether it was 
blood, what would you do ? ” The answer in 
many cases has been, “ Oh, I would use the 
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spectroscope.” I ask, “ Have you got a spectro¬ 
scope.” Answer, “No, sir.” “Then you would 
not use it.” There is a tendency very often to run 
after the last new thing, and to run after the most 
out-of-the-way thing and to forget the common 
things. 

(“Chapters from the Teaching of Dr. G. V. 
Poore,” ‘Clin. Journ./ vol. xvi, p. 11.) 

(So) 

Legal Decisions in Medical and Surgical Cases. 

There are some things which it is not wisdom to 
attempt, and an explanation of the way in which 
decisions are arrived at in courts of justice where 
medical and surgical matters are concerned is one 
of them. 

(“The Treatment of Fractures, with Special 
Reference to Mistakes that may lead to Litigation,” 
by C. Mansell Moullin, M.D.Oxon.. F.R.C.S- 
Eng., ‘Clin. Journ.,’ vol. xxxv, p. 65.) 

(so 


(82) 

Importance of an X-ray Photograph in Cases of 
Fracture. 

The surest way to avoid trouble is to have an 
X-ray examination made—not merely with a screen, 
but one in which a photograph is taken, so that 
negatives can be kept for future reference. I know 
that in many ways this is a counsel of perfection. 
The opportunity is not always present. Then 
there is the question of expense. But it is a wise 
precaution now, and in a few years’time, if matters 
continue to progress as they have been doing of 
late, it will be an absolutely necessary one. Many 
objections, of course, will be raised against this. 
It is said that we are losing all our clinical acumen 
and relying too much upon instrumental help—this 
used to be said of the clinical thermometer, and 1 
have no doubt was said of the stethoscope. Then 
it is urged that the interpretation of skiagrams is 
very difficult, often requiring the aid of an expert. 
They are, of course, only shadows at the best. I 
once tried to explain to a judge that the skiagrams 
of a fractured bone bore no closer resemblance to 
the bone itself than the shadow of a rabbit’s head 


The Danger of a Preconceived Diagnosis . 

So far as the diagnosis of fractures is concerned, 
the commonest causes of mistakes are either 
mental prepossession, examining the patient with 
one’s mind already made up, owing to the state¬ 
ments of others whose opinions may or may not 
be worth having ; or, coming to a premature con¬ 
clusion as to the nature of the injury, because of 
the prominence of one single striking feature which 
for the moment overshadows all the rest. Of these 
two the former is peculiarly treacherous, and is 
much more difficult to avoid than is usually 
believed. Few people, until they have made 
many mistakes, realise the necessity, when 
examining an injured limb, of dismissing from 
their mind everything that other people may have 
said about it, and of beginning de novo for oneself, 
without bias of any kind. The mere fact of being 
sent for to attend a man who has broken his arm 
leads unconsciously to look for a fracture. The 
arm may have been broken or it may not, but it is 
very difficult to avoid starting with the idea that it 
has been. Unconsciously one is led to look at the 
injury from the point of view of fracture. 

( Ibid..) 


thrown upon a wall by the light of a candle to 
amuse a child did to the fingers of the man who 
was making it. 

(/hid.) 

(83) 

Importance of Early Diagnosis in the Acute 
Abdominal Case. 

You will not have been long in practice before 
you receive an urgent message to see a patient, 
who, from apparently vigorous health, has been 
suddenly reduced by an abdominal illness to such 
a serious condition that all concerned are able to 
recognise its gravity. It will be for you to form an 
opinion as to the causv of the attack, to make a 
diagnosis and to recommend a proper treatment. 

It will, moreover, not lessen your feeling of 
responsibility when I tell you that every surgeon 
knows that, in the overwhelming majority of cases, 
the patient’s recovery or death depends on whether 
the doctor faces the problem and acts with vigour 
and promtitude, or whether, unwilling to do this, he 
is content to give relief and present peace—and 
wait. 

This fact must be driven home. It has already 
taken a long time to receive recognition, and even 
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yet that recognition is not sufficiently whole¬ 
hearted. Our endeavour, therefore, must not 
cease, for it concerns no less a question than one 
of life or death. 

(“On Some Abdominal Emergencies,” by 
Rutherford Morison, F.R.C.S., 4 Clin. Journ., 7 

vol. xxxv, p. 70.) 

(84) 

Danger of Excessive Drainage in Abdominal 
Operations. 

How much would I drain ? Patients are, I 
believe, killed by too much drainage. I do not 
remember having seen a patient with a tube in the 
epigastrium, another above the pubis and one in 
each flank get better, and if he did I think it would 
be in spite of this surgical activity. My belief is 
that with the patient in the usual posture, sitting 
up, a single drainage-tube above the pubis and 
reaching the floor of the pelvis will drain off every¬ 
thing that can be drained. 

(Ibid.) 

(85) 

1 Fa ter-logged, 
or 

Saline Injection during Abdominal Operations. 

During the operation, if the symptoms of shock 
are still evident, one pint of normal saline solution 
with ten drops of adrenalin should be slowly run 
into a vein. If this does not suffice, another pint 
may be carefully added. I am not more certain of 
anything in surgery than that this measure has 
saved many of my patients’ lives, and that the sub¬ 
cutaneous and colon methods of introduction will 
bear no comparison with it. The gross abuse of 
a year or two ago has damaged the reputation of 
this method, for many patients died absolutely 
water logged after its employment, and no wonder, 
when from five to ten pints of saline were hustled 
into the veins in less than an hour. 

(Ibid.) 

( 86 . 

Intractability of Hysteria to Treatment , 
or 

Can an Ethiopian change his Skin ? 

Personally, indeed, there are few diseases in 
which I feel more powerless than in hysteria. I 
would much rather have a case of phthisis in an 


early stage to cure than hysteria. But the public 
does not think so ; the public regards hysteria as 
a piece of factitious trumpery which a woman can 
be scolded or drilled out of. I wish, indeed, it 
were so. 

(“Some Neuroses,'' by Prof. T. Clifford Allbutt, 
M.D., F.R.C.P., F.R.S., 4 Clin. Journ., 7 vol. xviii, 
P- 22 5 -) 

(87) 

Appendicitis —“ deceitful above all things." 

To-day I am about to try to make clear to you a 
most deceptive phase of a most deceptive disease. 
It seems almost improper to paraphrase our 
greatest poet and say, “The wisest of men have 
erred and by appendicitis been deceived, and shall 
again protest they ne’er so wisely.” 

(“ The Period of Repose in Acute Appendicitis,” 
by C. B. Lockwood, F.R.C.S., ‘Clin. Journ.,’ vol. 
xxxv, p. 81.) 

( 88 ) 

The Greater Importance of Common Diseases. 

As the President of your Society is typically a 
man to whom an ounce of fact is worth pounds of 
theory, it was natural that when he did me the 
honour of asking me to give this address, the invi¬ 
tation should be accompanied by an unequivocal 
hint that anything I should say ought to have a 
bearing on every-day experience and practice. 
Transcendental philosophy and hypothetical prob¬ 
lems are welcomed in the discussions at purely 
scientific gatherings, at which abstruse axiological 
and pathological questions are debated, arising 
often out of cases which only a certain proportion 
of men see once in a lifetime. 

In the immediate past I have heard universal 
expression of pity for, and sympathy with, a very 
able gynaecologist who brought forward a case 
which he considered unique in its nature, but which 
an investigation committee subsequently proved 
that it was not what he thought it was. The in¬ 
terest in such a case concentrates itself in the 
absolutely unique character of the affection which 
no one else had before observed, and the disap¬ 
pointment accruing in the discovery that he was 
mistaken. The influence, that it might have on the 
health of womankind in the future, assuming that 
he were correct, would be somewhat akin to that 




The Clinical Journal, j 


CLINICALI A. 


[Sept. 18, 1912. 383 


exerted on our earth by the re-appearance of a 
comet in some thousands of years. 

The only persons really interested would be a 
few astronomers. 

(/‘The Diagnosis of Uterine Haemorrhage,” by 
H. Macnaughton Jones, M.D., M.A.O., M.A., 

‘Clin. Joum.,’ vol. xxxv, p. 87.) 

( 39 ) 

Clinical v. Pathological Diagnosis. 

I )iagnosis, however, is half the victory in the 
battle with disease, and from the point of view 
of the patient is of more importance than some 
piece of fragmentary tissue or rare microscopic 
specimen preserved for exhibition, with a report 
on its pathology if she survive, or, be she ever 
so philanthropic, the chance of its being added to 
a museum for the inspection of others when she 
is dead. 

{Ibid.) 

(90) 

Importance of Paginal Examination in Cases of 
Uterine Hcemorrhage. 

To revert to first principles ; a word or two as 
regards examination. I hope I shall not be 
thought presumptive by any of the younger 
members of this branch if I emphasise the 
importance to professional repute of an absolute 
insistence on examination in all cases of uterine 
haemorrhage of pathological significance. If it be 
refused the responsibility for future results should 
be at once placed on the patient. The worst 
consequence of all when such firmness is absent, 
and the saddest for the patient, is the discovery 
of malignant disease when it is too late for opera¬ 
tion. The “ comical ” side of such hesitancy is to 
be found in the prolonged administration of drugs 
and resort to foreign spas for amenorrhcea when 
there is an undeveloped uterus or the internal 
genitalia are absent/ 

{Ibid.) 

(90 

Trend of Modern Treatment , 

or 

“ Pluck it out and cast it from thee .” 

One notices that the present trend of treatment 
is in the direction of removing everything that can 
by possibility be dispensed with in the working of 


the human mechanism. The age of “scopes” has 
been succeeded by that of “ ectomiesf until there 
is now no organ of the body, save the liver, which 
cannot claim the enviable distinction of being 
included in ihe privilege of partial or total removal. 

! (Ibid.) 

(92) 

Importance of Uterine Hcemorrhage , 
and 

1 

Some Diagnostic Cloaks for the Careless. 

One word in conclusion to this very brief survey 
01 the subject. Haemorrhage from the uterus, 
though in a certain proportion of cases physio 
| logical in its nature, has a pathological origin 
| in the great majority of cases. It is Nature’s 
| early danger-signal that there is a blockage some¬ 
where on the line. This we may safely say is 
, always the case when it occurs after the menopause 
Whatever palliative action we may take to meet 
the symptom this is but a stoppage of the traffic ; 
it does not clear the permanent way. And just as 
my old surgical teacher used to say “ Never despise 
j pain,” so I would say to all young practitioners, 

; “Never despise bleeding.” As in the one case 
! those misused and misapplied terms—“ neurosis,” 
“ neurotic,” “ neurasthenic,” or “ hysterical ”—lead 
j us off the track, so in the other do those of “the 
I climacteric,” “the menopause,” and “change of 
life” run many a woman into danger. 

J (Ibid.) 

( 93 ) 

! The Dangers of Uterine Fibroids. 

It has been the custom in past times to con¬ 
sider fibroid tumours of the uterus as harmless 
neoplasms, to be put up with, lived with, and 
finally to be buried with. Further, we have bee« 
taught to believe that the latter supposition is in 
no way hastened by the presence of a fibroid 
! tumour. So ingrained was this view that even 
quite recently an eminent authority stated in a 
I paper that death from uterine fibroids was the 
rarest occurrence. The more, however, we see of 
gynaecological and obstetric practice, the more, in 
my opinion, we must recognise that uterine fibroids 
bring in their train very serious disabilities, lead 
to much chronic invalidism, and play a by no 
means small part in hastening the demise of many 
individuals. 



CLINICALIA. 


[Sept. 18, 1912. 


384 The Clinical Journal. 


(“ Some of the Difficulties and Dangers met ( 
with in Connection with Uterine Fibroids,” by 
Thos. G. Stevens, M.D., B.S.Lond., F.R.C.S. 
Eng., M.R.C.P.Lond., ‘Clin. Journ.,’ vol. xxxv, 

P- 97 -) 

( 94 ) 

Physiological v. Clinical Teaching as regards Diet. 

Dr. Edsall, writing on dietetics, refers to the 
difficulty the beginner has in obtaining a grasp of 
any principles at all, and points out that “the j 
teaching of physiology on the subject of diet 
must be tested carefully by the light of clinical 
experience. 

(Review of 4 International Clinics,’ ‘Clin. Journ.,’ 
vol. xxxii, p. 16.) 

(95) 

Routine Treatment not universally applicable. 

This, then, is the plan on which I generally work j 
(in the treatment of syphilis). I have called it a ' 
“ routine treatment,” thereby to imply that though 
it proves adequate in most patients, instances do 
occur in which it requires modification in this or 
that direction. Indeed, here no more than in any 
other department of medicine must we expect to 
find a royal road to success, nor is the physician 
deprived of that great attraction in his professional | 
labours—strict individualisation. ! 

(“The Routine Treatment of Recent Syphilis,” j 
by H. Oppenheimer, L.L.D., M.D., M.R.C.P., 
‘Clin. Journ.,’ vol. xxxv, p. 107.) 

(96) j 

Treatment of Poisoning by Sewer-gas.. 

I remember one candidate whom I asked what 
he would do if a patient were brought into hospital 
unconscious and poisoned with sewer-gas. The 
word “ poisoned ” seemed to be connected in his I 
mind with the stomach-pump, and he said he | 
would give him the stomach-pump. But at once 
he seemed to realise that he had said something 
wrong, and he hurriedly corrected it and said he 
would use an air-pump and not a stomach-pump. 

(“A Lecture on Mental Hygiene,” by Francis j 
Warner, M.D., F.RC.P., ‘Clin. Journ.,’ vol. xxxv, 

P* 113*) 

(97) 

The Diagnosis of Gonorrhcea in the Female. ; 

Speaking of a female patient who is suffering ; 
from a yellow discharge and in whom one suspects | 


gonorrhcea, Dr. Giles says: “ We have, however, 
another test which is conclusive when it is positive, 
namely, the bacteriological ; if the gonococcus be 
present in the discharge the diagnosis is certain. 
The converse is not equally true ; if the gonococcus 
be not found the case must be regarded as “not 
proven,” although the patient may be given the 
benefit of the doubt.” 

(“Some Difficulties in Gynaecological Practice,” 
by Arthur E. Giles, M.D., B.Sc.Lond., F.R.C.S.Ed., 
‘Clin. Journ.,’ vol. xxix, p. 385.) 

( 9 8 ) 

Importance of a Rectal Examination. 

Before you make a diagnosis in any form of 
rectal trouble, it is absolutely essential that you 
should make a thorough examination of the part. 
I note that very often through so called motives of 
delicacy—though what that means I confess I do 
not know—doctors tell us that patients refuse 
examination, and that therefore the doctor has had 
to treat the case under very disadvantageous cir¬ 
cumstances. But if you will take my advice you 
will not treat any rectal disease unless you are per 
mitted to make a thorough and complete exami¬ 
nation. 

(“Some Points in Rectal Surgery,” by Harrison 
Cripps, F.R.C.S., ‘Clin. Journ.,’ vol. xxix, p. 401.) 

(99) 

Caution in'Making a Rectal Examination. 

Now, gentlemen, you may say it is a simple 
thing to pass your finger into the rectum. So it is, 
but it is not necessarily the same thing to pass 
your finger into the rectum and examine the con¬ 
dition there without giving pain, or only little pain. 
If the patient has an ulceration near the orifice 
and the anus is very tender, and you pass your 
finger at ail roughly into the rectum, you will not 
only not be able to make a diagnosis, but the 
patient will instantly straighten out his legs like a 
naughty child and jump off the couch, and nothing 
will induce him to let you have another look at 
things. You have rubbed your finger against the 
surface which is ulcerated, and in consequence he 
buttons up his trousers, and not infrequently he 
will leave your consulting room and forget to leave 
the fee, and that is a matter of importance in 
practice. (The lecturer then goes on to describe 
how to introduce the finger.) 

(Ibid.) 
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THE DIAGNOSIS AND TREATMENT 
OF MITRAL DISEASE.* 


By F. W. PRICE, M.D.Edin., M.R.C.P.Lond., 

Physician, Great Northern Central Hospital. 


Ladies and Gentlemen,— The chief reasons why 
I have chosen the subject of mitral disease for our 
consideration this afternoon are—(1) the mitral 
valve is more frequently affected by disease than 
any of the other valves of the heart, and (2) the 
great advance in our knowledge of the diagnosis 
and treatment of heart disease which has occurred 
within recent years as a result of the introduction 
of what are called graphic methods of examining 
the heart—of which I spoke to you last Session— 
is more frequently of service in the case of mitral 
disease than in the case of any other form of cardiac 
affection. 

The subject of mitral disease is important for 
many reasons. First of all, in regard to diagnosis, 
a systolic bruit audible over the apex of the heart 
is frequently erroneously interpreted as indicative 
of organic disease of the mitral valve, when it is 
due merely to anaemia or dilatation of the left 
ventricle. On the other hand, mitral stenosis is a 
lesion which is often missed, as patients come com¬ 
plaining of cough and shortness of breath, or of 
haemoptysis, and the heart is either not examined 
at all, or, if examined, the characteristic murmur is 
not discovered because of the fact that not infre¬ 
quently it is heard over onfy a small area of the 
praecordia. Secondly, the treatment of mitral 
disease is a matter of great concern, especially in 
the light of the recent discoveries which I have 
suggested ; for, although it is true that we cannot 
remedy a damaged valve, it is none the less true 
that we may by therapeutic measures extend the 
life of the patient for several years, and also save 
him from much physical suffering. 

# A Lecture delivered at the Polyclinic. 
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Diagnosis .—Let us first deal with the question [ 
of diagnosis. The three main channels of inquiry | 
in regard to diagnosis are—(i) the history, (2) ! 
the symptomatology, and (3) the physical signs. 

(1) History .—The patient has almost always 
suffered from a previous attack of acute endocar- j 
ditis. Whereas aortic disease is usually due to a 
primary sclerosis of the valve coming on insidiously ; 
during or after middle life and associated with 
arterio-sclerosis, mitral disease rarely arises in this 
way. Practically the only class which does not 
conform to this rule is that in which* the disease j 
comes on between the ages of fifty and seventy, 
more commonly in women, and associated with 
chronic Bright’s disease and atheromatous vessels. 
The attack of acute endocarditis may be caused by 
rheumatism, chorea, or scarlet fever. It should be 
remembered that the rheumatic attack may not be 
a typical one; it may be very mild, or show itself 
in an aberrant form. Thus, a child may suffer 
merely from slight and fugitive pain in the joints, 
with no swelling or noticeable fever, or may com¬ 
plain of what are called “growing pains.” Rheu¬ 
matic nodules are sufficient evidence and should 
always be searched for in childhood, as should 
erythema nodosum. Indeed, there is reason to 
believe that endocarditis may be the first mani¬ 
festation of rheumatism. From this we learn that 
a child, where there is a family history predisposing 
to rheumatism, should have the heart systematically 
examined, in order to be sure that there is no 
disease. 

The diagnosis of an attack of acute endocarditis 
is of importance, for if it is possible to make a 
definite diagnosis of this condition, it is certain 
that the patient will sooner or later develop chronic 
valvular disease, though it may not be for many 
years. A large percentage of cases, in which a 
mitral systolic murmur is heard during the course 
of an acute febrile attack, are due either to simple 
cardiac dilatation or to anaemia, and not due to acute 
endocarditis. What are the distinguishing features, 
therefore, of an acute inflammation of the endo¬ 
cardium ? In endocarditis, before the establishment 
of a definite murmur, there is usually a prolonga¬ 
tion of the first sound. This preliminary prolonga¬ 
tion is strongly in favour of inflammation. The early 
appearance of a murmur, that is, the occurrence of 
a murmur at an early stage of an attack of acute 
rheumatism, is in favour of endocarditis; for 


when it is due to dilatation of the left ventricle, or 
to anaemia, it occurs only after the illness has gone 
on for some time. A soft, blowing quality of the 
murmur in contrast with a harsh bruit is of some 
help. A diagnosis of acute endocarditis may be 
made when there is a definite and considerable 
accentuation of the pulmonary second sound, 
provided that there is not sufficient degree of 
congestion of the lungs to account for it. 

If the murmur is purely haemic, it is often heard 
over the base of the heart as well as in the mitral 
area. When a mitral presystolic bruit is heard, 
there is not the least difficulty in making a 
diagnosis; but, as a rule, this murmur is not 
heard during an attack of acute endocarditis ; it 
is heard only when a sufficient time has elapsed 
to allow of contraction taking place. 

(2) Symptomatology .—I need not take up your 
time in enumerating the symptoms for which a 
patient with mitral disease may seek medical 
advice, as no doubt you are quite familiar with 
them. I should only like to recall to your mind 
three facts—First, a patient with mitral disease 
is liable to congestion of the lungs after exercise, 
and the capillaries may rupture with resulting 
slight haemoptysis. When a patient complains of 
spitting of blood\ the heart should always be 
examined; as mitral disease , especially mitral 
stenosis , is one of the commonest causes . Secondly, 
there is a class of patients who come complaining 
of anaemia, progressive wasting, and other disorders 
of nutrition, suggesting pulmonary tuberculosis, 
especially when there is haemoptysis and local 
consolidation of the lung. This local consolida¬ 
tion is by no means uncommon, and is due to 
infarctions of branches of the pulmonary artery. 
Thirdly, a certain number of cases first come 
under medical care as the result of arterial em¬ 
bolism, especially of the brain, kidneys, or spleen. 
Mitral stenosis is the form of valvular disease which, 
apart from inflammation or ulceration of the valve, 
most commonly gives rise to arterial embolism. It 
is due to the detachment of fibrinous coagula from 
the left auricle or left auricular appendix; less 
frequently from the left ventricle. Lastly, may I 
just mention that recurrent endocarditis is a fre¬ 
quent complication, and pulmonary apoplexy is 
not uncommon. 

(3) Physical signs .—Let me first of all deal with 
the differential diagnosis between Antral incompet- 
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ence due to chronic valvular disease and what is 
called a functional mitral murmur. The points to ; 
be taken into consideration are these: The fact 1 
that the patient has had a previous attack of acute 
rheumatism or chorea, and the fact that there is 
shortness of breath on exertion or oedema about 
the ankles suggest organic disease; but we cannot 
rely much upon these, for in anaemia there is 
always dyspnoea on exertion, and there is frequently 
slight oedema. But is it possible to make a definite 
and certain diagnosis of mitral incompetence which 
is due to organic valvular disease? There are 
three main distinguishing features, namely, (i)the - 
position and character of the apex-beat, (2) the area 1 
of propagation of the systolic murmur, and (3) the 
presence or absence of accentuation of the pul¬ 
monary second sound. In mitral incompetence 
due to organic valvular disease there is hypertrophy 
of the left ventricle. When hypertrophy is present 
the apex-beat is not only pushed a little outwards, 
but it is also displaced a little downwards. There 
may be such a slight degree of valvular disease that 
there is no definite displacement of the apex-beat j 
in either direction. But in those cases where the 
apex-beat is not displaced there is almost always j 
some alteration of its character. It becomes rather j 
more forcible, whereas in functional conditions 
naturally it is less forcible than normal. The area j 
of propagation of the murmur is of significance. 

If it is propagated towards the angle of the scapula 
beyond the mid-axillary line we may be practically 
certain that it denotes organic disease. In practice 
I find this a safe rule. Regarding the accentuation 
of the pulmonary second sound, as long as there is 
no condition of the lungs to give rise to it, when 
the accentuation is definite and considerable, it is 
in favour of the view that we are dealing with ! 
organic disease of the mitral valve. 

A word of warning may be uttered in regard to 
the importance of being on the look-out for what 
are called “ cardio-pulmonary murmurs.” Acardio- 1 
pulmonary murmur is a murmur which is due to j 
some condition of the lung, the pleura, or the , 
mediastinum, and not to any condition of the I 
heart. We should always exclude them in every | 
case in which a murmur over the pnecordia is heard. 
They are apt to throw us off our guard when there 
is either pulmonary tuberculosis or a thickened or 
adherent pleura, or fibrosis of the lung of the left I 
side, or when there is a pleurisy with effusion of the ! 


right side, because in all these conditions the apex- 
beat may be displaced outwards. It is rarely dis¬ 
placed downward, however. 

How are cardio-pulmonary murmurs to be dia¬ 
gnosed? There are two distinguishing features. 
First, they almost always disappear when a patient 
takes a long breath and holds the breath in, whereas 
they are increased in loudness during expiration. 
Secondly, they disappear when the patient lies 
down. 

Passing to the diagnosis of mitral stenosis by 
physical examination, the pulse is small and its 
tension is comparatively high unless there is 
accompanying incompetence. 

The apex-beat may be displaced outwards to the 
left, not downwards, for there is no hypertrophy of 
the left ventricle unless there is mitral incompetence 
as well. There may be a thrill felt at the apex or 
internal to it, usually presystolic, or it may be dia¬ 
stolic, in time. On palpating the praecordia there 
is a sensation communicated to the hand resembling 
that produced by the purring of a cat. This sign 
is practically pathognomonic, though it is supposed 
that in a few cases of aortic incompetence we get 
a similar thrill, and this disease should be excluded. 
The thrill must be distinguished from a mere vibra¬ 
tion of the chest-wall, which is occasionally caused 
by the action of an energetic heart on rigid ribs ; 
but there is an easy method of doing this, for by 
separating the fingers and placing them in the 
intercostal spaces the osseous vibrations are not 
felt. The thrill may be absent at some periods 
and present at others. It may be absent when at 
rest and developed after exertion or when the arms 
are extended. 

Usually the transverse diameter of the heart is 
increased, especially to the right. In the large 
majority of cases a murmur is present. It is heard 
at the apex or between it and the left border of the 
sternum. The locality of the murmur is very 
limited, and the area may not be larger than one 
inch in diameter. This fact should be particularly 
noted, because here is one of the most common 
causes why this lesion is so often missed. The 
murmur is usually presystolic in rhythm ; that is 
to say, it occurs during the ventricular diastole, but 
at the end of that period, and it coincides with the 
auricular systole, which immediately precedes that 
of the ventricle. A distinctive feature is that it 
runs up to and unites with the first sound, becoming 
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louder as it proceeds and being cut short at its 
loudest. The murmur is rarely blowing or musical, 
but is almost invariably rough. It may be harsh 
and vibratory; this harshness and vibratory quality 
are characteristic. 

The first sound which terminates the murmur is 
also altered in a characteristic way. It becomes 
short, sharp and clear, like a sudden snap. In some 
cases this is observed when there is no bruit. If 
such a condition be heard in the neighbourhood of 
the apex, and we are suspicious of mitral stenosis, 
we should search for other signs. The second 
sound may be reduplicated and resemble a 
“postman's knock." This may be observed in the 
neighbourhood of the apex or at the base of the 
heart. Instead of finding a presystolic murmur 
we may find an early diastolic or mid-diastolic 
bruit. 

If there is a thrill, a murmur, a short, sharp first 
sound, a reduplicated second sound, and the pulse 
has the characters already mentioned, we have no 
difficulty in making a diagnosis of mitral stenosis, 
i have already said that the murmur is often 
localised. It is true that some believe that the 
presystolic bruit is not absolutely pathognomonic, 
an$ that it may be heard in some cases of aortic 
incompetence. But the pulse, the position and 
character of the apex-beat, the “ purring ” character 
of the thrill, and the character of the first and 
second sounds, all afford help in making a positive 
diagnosis. 

Another condition which may be mistaken for 
mitral stenosis is where a rumbling presystolic 
sound is heard in children, after an attack of peri¬ 
carditis. But the sound has not the vibratory 
character that is found in mitral stenosis, nor does 
it terminate abruptly in the first sound, nor is the 
first sound modified in the way described. 

,A difficult class of case from the diagnostic point 
of view is the class in which the murmur is absent 
at the time of medical examination, though it may 
have been present before. In some of these cases 
a thrill is present. Should it be absent, we are 
justified in inferring that there is mitral stenosis 
from the character of the pulse and of the first 
sound at the apex, and the accentuation of the 
pulmonary second sound. Mitral stenosis is also 
sometimes missed in cases where there is associated 
incompetence. The presystolic murmur, instead 
of ending in the first sound, ends in a systolic 


murmur, and is often taken for a long regurgitant 
bruit alone There is, however, a distinct difference 
in character between the former and latter parts of 
this continuous murmur. We can make out the 
] rhythm by placing the finger upon the apex-beat or 
| carotids. A mere reduplication of the first sound 
] £t the apex is sometimes mistaken for mitral 
stenosis, but no careful observer would make this 
mistake. 

And now we come to a very interesting part of 
our subject. It is this. A condition of auricular 
fibrillation may arise at any time in the subject of 
mitral disease. What is meant by auricular fibril¬ 
lation? By it is meant inco ordinate action of 
the auricles. Instead of the individual fibres of 
the auricles contracting in an orderly and simul¬ 
taneous manner during systole, they contract 
i rapidly and independently of each other. The 
result is that systole of the auricles never takes 
place—that is, the wall as a whole is stationary. It 
is a specific clinical condition, which may occur in 
any form of valvular disease and in cardio-sclerosis. 
It is more common in mitral than in aortic disease. 
On the other hand, any form of valvular disease 
and cardio-sclerosis may occur without auricular 
fibrillation. How may it be recognised? It can 
be recognised with certainty. First of all, there 
is in the vast majority of cases a complete irregu¬ 
larity of the pulse. Secondly, in mitral stenosis 
the auriculo-systolic bruit disappears ; if a diastolic 
bruit is present, it persists. Thirdly, in a tracing 
of the jugular vein there is an absence of the 
normal “ a ” wave during diastole, and instead of 
the “a” wave there may be rapid undulations. 
Fourthly, by an electro-cardiographic tracing. Auri¬ 
cular fibrillation may be temporary or permanent. 

I In the great majority of cases, however, it persists 
j for the remainder of the patient’s life. What is 
the effect of auricular fibrillation on the heart? It 
sends stimuli at irregular intervals on to the 
ventricle, and thus it embarrasses the ventricle in 
its work. The stimuli as a rule are also frequent, 
so that you get a rapid and irregular pulse. The 
symptoms of this condition are those of cardiac 
failure generally. Also, the patient may complain 
• of a gentle fluttering, which is not constant, but is 
j interrupted by a thumping action, due to the 
occasional occurrence of bigger beats. 

Treatment .—First, in a child, if there is the 
slightest suspicion of rheumatism—for example, if 
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the child has fugitive pains in the limbs or joints, 
or slight fever, or rheumatic nodules—we should 
repeatedly and carefully examine the heart, because, 
as I have stated, joint affections are usually mild in 
children, whereas the endocardium is frequently 
involved. Even if the heart is attacked the 
symptoms of endocarditis are often very insidious. 
If there is the least suspicion of endocarditis, the 
only safe plan to follow is to keep the patient in 
bed until all doubt is over. When dealing with a 
definite attack of endocarditis we should keep the 
child in bed or in the room for some weeks, or even 
two or three months after the attack is over. It may 
be pointed out that a febrile attack during child¬ 
hood or adolescence in the subject of mitral 
disease should be treated as though its cause were 
rheumatism by the administration of salicylates. 

It is difficult to settle how far a patient with j 
mitral disease should be allowed to live his ordinary 
life. Hard and fast rules are not applicable, 
because the constitutions of different patients differ 
enormously. But there is a great cardinal principle 
which is of service. It is this : Any exertion 
which the patient indulges in should not produce | 
any undue breathlessness, distress, or fatigue, 
especially the last-named. Sudden and violent 
exertion should be avoided. When exercise is 
taken it should be entered upon gradually. For 
example, in going up a hill, the patient should 
commence at a slower rate than when walking on j 
the level. Systematic exercises are good, provided 
care be taken, for they are a help to the venous 
circulation ; and, by expanding the chest, they tend 
to aspirate the heart and increase the outflow of 
blood from the auricle to the ventricle. 

A patient with valvular disease should lead a 
quiet and carefully regulated life. A gravelly or 
sandy soil, where the rainfall is below and the 
sunshine is above the normal, is best. A winter in 
Egypt is beneficial. It is better for the patient to 
be a teetotaler and avoid tobacco. The diet should 
be liberal, plain, and wholesome. Excesses of all 
kinds should be avoided, especially of highly nitro¬ 
genous food, because it increases the resistance in 
the peripheral circulation. The three meals of the 
day should be fairly equal. A large meal causes too 
great a variation in the vascular system, and the 
heart does not readily adjust itself. The amount 
of fluid should be restricted, and the meals should 
be as dry as the patient will take them. We 


cannot exaggerate the importance of paying strict 
attention to the condition of the bowels. Faecal 
matter in the large intestine gives rise to flatulent 
distension, and this, by direct pressure, embarrasses 
the heart, and \s one of the commonest causes of 
palpitation. Besides this the large evacuation 
which is necessary in these cases causes a great 
alteration in the blood-pressure. In mitral stenosis 
any existing anaemia should be vigorously treated 
because the systemic circulation is not well supplied 
| with blood, so that what it gets should be of the 
; richest quality ; and also the nutrition of the heart 
is of prime importance. In mitral diseases, 
bronchitis and other affections of the lungs should, 
as far as is possible, be prevented at all costs; for 
an attack of bronchial catarrh is often just suffi¬ 
cient to throw the heart off its balance. It is of 
importance to guard against rheumatism, which 
may cause another attack of endocarditis. The 
patient should wear flannel or woollen under¬ 
clothing summer and winter, and avoid damp 
feet. Should there be the slightest manifestation 
of rheumatism it should be carefully treated. 

When compensation is evidently failing, and 
there are such symptoms as breathlessness, 
haemoptysis, or pain in the praecordia, rest in the 
recumbent posture for some weeks is absolutely 
essential. Rest is by far the most valuable 
therapeutic measure which we have at our dis¬ 
posal in the treatment of valvular disease. If the 
patient is so ill that he is unable to lie down on 
account of the dyspnoea, the body should be sup¬ 
ported by pillows or a bed-rest so as to relieve the 
strain from the muscles. Freedom from mental 
work and anxiety is also important because the 
brain is a very vascular organ. Stimulants, if care¬ 
fully given, may be of value. It is good to begin 
with a small quantity of wine with food. Ulti¬ 
mately stimulants in larger quantities are required, 
and good brandy is the best form. We should 
commence with two or three ounces a day, 
gradually increasing the quantity as required ; but 
it is never advisable to go beyond ten ounces a 
day, and the amount should be gradually reduced 
as the patient improves. 

In mitral disease the great tendency is the 
production of venous stasis. Therefore, when 
there are evidences of venous stasis the clear 
indication is to deplete the circulation and thus 
relieve the work of the heart by diminishing the 
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volume of blood. There are several channels by 
which we can do this. Perhaps the most satis¬ 
factory is to remove the portal congestion by free 
purgation, and thus relieve the over-distended 
right heart. A troublesome watery diarrhoea is no 
contra-indication to this, because it is frequently 
due to a passive congestion of the intestinal 
mucous membrane. Sulphate of soda and phos¬ 
phate of soda, in equal proportions, in two or three 
teaspoonful doses dissolved in water and given 
before breakfast is very good; but personally I 
prefer a purgative in which some mercurial pre¬ 
paration forms a part, such as calomel and 
colocynth pill, followed by Epsom salts in the 
morning. 

Six or eight leeches applied over the liver, and 
followed by hot fomentations, help to reduce the 
volume of blood in the right heart, and this affords 
great relief to the heart. Should the symptoms be 
more urgent, venesection may be advisable. Its 
indications are a small, weak, and irregular pulse, 
many of the beats being scarcely perceptible, 
whereas the right heart is felt to be powerfully 
pulsating in the epigastrium. 

Another way to reduce the volume of blood is to 
act on the kidneys. The salts of potash, squills, 
scoparium, and digitalis are useful, and it is a good 
plan to try a combination of several. It is best to 
give mercury before commencing any of these 
drugs, as it starts diuresis. 

And now let us pass on to the very important 
question of the employment of digitalis or of one 
of its allies. As long as digitalis has been in use 
for cardiac affections, it has been known that the 
results of its administrations are astonishingly 
various. Suppose you take three patients with 
precisely the same degree of cardiac failure and 
exactly identical lesions, and employ the same 
dosage of digitalis in each case. In one perhaps 
the results are extraordinarily good—the drug seems 
to act like a charm ; in the second the results, 
though beneficial, are only slight; while in the 
third absolutely no good result at all can be 
detected. What is the cause of this variability? 
Is the drug capricious in the action or uncertain in 
its strength ? It has been thought so. Or is it 
due to some particular preparation being active 
while another preparation is inert ? This has been 
thought by some, and for this reason special pre¬ 
parations have been prepared and advertised as 


being more uniformly certain in their action. 
Both opinions are wrong. It has now been clearly 
established that the differences in the results fol¬ 
lowing the administration of the drug are not due 
to any uncertainty in the drug itself, but are due to 
differences in the cases treated. Put briefly, those 
cases of cardiac failure which show wonderfully 
good results are cases of auricular fibrillation. 
What I am now going to say is based upon a series 
of investigations conducted at the Mount Vernon 
Hospital for Diseases of the Chest, by Dr. James 
Mackenzie, Professor Cushny, myself and others, 
dealing in detail with the action of digitalis and 
some of its allies on the human heart, the results 
of which I embodied in a short practical paper 
read before the Annual Meeting of the British 
Medical Association last year, and published in 
the ‘British Medical Journal,’ October 7th, 1911. 
They were based upon a very thorough investiga¬ 
tion of forty-one cases, in almost all the cases for 
a prolonged period. Of the thirty-six cases of 
valvular disease or cardio-sclerosis, sixteen were 
cases of auricular fibrillation and twenty were not. 
Carefully analysing the results of these cases the 
following facts were cited. There was marked 
slowing of the pulse and marked improvement in 
all the cases of auricular fibrillation, excepting two, 
namely, one case of valvular disease in which fever 
was present, and another case where the patient was 
sixty-seven years of age, with advanced myocardial 
degeneration. Of the cases without auricular 
fibrillation, in none was there a marked slowing of 
the pulse or marked improvement in the general 
condition; in a few these were present in a 
moderate or slight degree; while in most the 
administration of digitalis or its allies had no bene¬ 
ficial effects at all. In* cases of auricular fibrillation 
there was a majority of cases who relapsed to the 
former condition in about a week after the drug 
was stopped. We then endeavoured to find the 
dose which maintained the improved condition 
without producing any toxic symptoms. In one 
case it was as small as a drachm of the tincture a 
week, while in others it was as large as 45 v\ per 
day. In cases without auricujai\ ljbrillation j n 
which there had been improvement, the improve¬ 
ment was usually obtained without continuing the 
drug. In no case in which digitalis failed did any 
of the other drugs succeed. We found the tincture 
as efficacious as any of the other preparations of 
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digitalis. Therefore tincture of digitalis appears to 
be the most serviceable preparation. The practical 
points which I want you to carry away with you are 
these: Digitalis or its allies should never be 
administered as a mere rule of thumb in cases of 
cardiac failure. Suppose a patient is ill with cardiac 
failure, whether due to mitral disease, aortic disease 
or cardio-sclerosis, you should determine, by the 
means which I have explained to you, whether 
auricular fibrillation is present or not. If fibrilla¬ 
tion is present, you know that whatever the lesion, 
you have a weapon in your hand of wonderful 
potency. The two exceptions to this are : (1) 
cases in which there is a temperature, (2) those 
cases of cardio-sclerosis in which the degenerative 
change is so wide-spread that practically little 
healthy muscle remains. Having determined that 
it is a case of auricular fibrillation, give a drachm 
of the tincture of digitalis per day until there is 
vomiting or diarrhoea, severe headache, a fall of 
pulse-rate, say below 60 per minute, or what is 
called coupling of the beats. Then stop the drug 
until these have passed away. As a rule the 
patient then relapses. You will then by weeks or 
even months of observation be able to find out 
what dose suits him best—that is, the dose sufficient 
to control the heart. 

Treatment of special symptoms .—Sleeplessness 
may be due to oedema of the lungs, the patient 
waking up with “ night starts ” just as he is falling 
off to sleep. Such a cause should be treated by 
dry-cupping, otherwise chloralamide should be 
tried. Paraldehyde in one- to two-drachm doses is 
an extremely valuable drug in many cases. I have 
found a drachm of tincture of henbane in a little 
hot brandy and water often succeed. Where all 
these methods fail opium or morphia should be 
given. The hypodermic method is much more 
efficacious than when given by the mouth. 

Vomiting is a serious symptom. It may be due to 
the digitalis ; in this case the drug should be 
stopped for a time. Milk is the best food, but in 
some it is not tolerated. In the gastric crises 
accompanying the failing heart, peptonised milk or 
milk gruel may be swallowed in sipping fashion, 
the patient never being allowed to take a distinct 
meal or a particle of solid food (Sir Wm. Roberts). 
Peptonised enemas may be necessary. Iced 
champagne is good. If the vomiting is only slight 
a brisk purge to relieve the portal congestion and 


the administration of hydrocyanic acid and bis¬ 
muth may suffice. 

For pain in the praecordia and palpitation a 
belladonna plaster may be tried. Any possible 
flatulence of the stomach and intestines should be 
immediately treated. If the blood tension is high 
iodide of potassium or nitro-glycerine is called for. 
If the symptoms still continue, morphia may be 
necessary. 

Dyspnoea may be treated by diffusible stimulants, v 
but if there are evidences of oedema of the lungs 
dry-cupping is by far the best treatment. It is 
best done when the patient wants to get to sleep, 
and it can be repeated. Hydrothorax should be 
examined for, and when present the chest should 
be tapped. 

Dropsy is best treated by acting on the bowels 
and kidneys as already indicated. Puncture or 
Southey’s tubes are better than scarification ; both 
should be done only under antiseptic precautions. 

' In early dropsy a flannel bandage wrapped round 
the limbs is very useful. Ascites should be treated 
by tapping or by Southey’s tube. When ascites 
and general anasarca are both present, the one 
which is the more predominant should be treated 
first. 

September 23rd, 1912. 


j Stomach Disease. —According to Pirie a 
I stomach that allows food to pass at once to its 
| lowest point and gather there is atonic. Its greater 
j curvature requires elevation by mechanical or sur- 
1 gical means. A stomach that is not empty in six 
hours has some obstruction at the pylorus. Gastro¬ 
enterostomy is indicated. But if that stomach is 
also atonic, gastro-enterostomy alone will do no 
good. If a functional hour-glass appearance is 
observed, the stomach has a small ulcer some¬ 
where. If a true hour-glass appearance is seen, 
gastro-enterostomy must be done above the level 
of the constriction. If the gastric juice contains 
no acid (as shown by the bismuth cachet remaining 
undissolved), and there is the slightest irregularity 
of the stomach outline, carcinoma is present. 
Lastly, if indigestion resists medical and dietetic 
treatment for more than a month, a Roentgen-ray 
examination after a bismuth meal should be made. 
It is painless, not unpleasant, and capable of sup¬ 
plying important information about the stomach, 
its shape, position and functional activity ,—Journ. 
A.Af.A., vol. lix, No. 9. 
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ACHING THROAT** 

By W. H. KELSON, M.D., B.S.Lond., 
F.R.C.S.Eng., D.P.H.Camb., 

Surgeon and Pathologist to the London Throat 
Hospital. 

It is known to us all that there are certain 
affections of everyday occurrence which, while not 
^ having the immediate destructive effect upon life 
which appertains to the various forms of malignant 
disease, yet in a way have considerable importance, 
since by their persistent character and worrying 
nature they, as it were, gnaw their way into the 
comfort and happiness of their unlucky victims, 
constantly obtruding themselves on their conscious¬ 
ness and interfering with their pleasures, like 
spectres at a feast. To one of these I have given 
the name of “ aching throat,” and I have decided 
to submit to your notice and consideration a few 
facts concerning it, because, although from child¬ 
hood upwards we are all familiar with “ sore throat,” 
yet aching throat, although more troublesome 
because more permanent, has not, I think, for 
some reason received the amount of attention it 
deserves. 

The patients who come complaining of this 
trouble have generally arrived at or are approaching 
middle life, and the aching may vary very con¬ 
siderably in degree and somewhat in character; 
on examination they may be found to have the 
signs of chronic pharyngitis, with swelling, conges¬ 
tion and catarrh, hypertrophy of the pharyngeal 
bands and granular patches, associated with cough¬ 
ing, hawking and other efforts varied and anomalous, 
some voluntary, others reflex, to clear the throat. 
Also there may be associated with it enlarge¬ 
ment of the post-nasal, faucial and lingual tonsils, 
the first least, the last most commonly, or nasal 
obstruction and discharge, also enlarged veins, 
bad teeth, and enlarged glands. All of these I 
have observed, but not one of them is patho¬ 
gnomonic, for in some of the worst cases one comes 
across they are absent. It is a somewhat curious 
fact, at least as far as my experience goes, that 
those cases of pharyngitis with swollen, deeply 
congested pharynx, soft palate and uvula, with 
great irritability and excess of mucus, such as 
one sees often in persons indulging in excess of 

* Delivered before the Medical Society of London. 


alcohol and tobacco, are but seldom troubled with 
aching throat, though dryness may be a marked 
symptom, and on the other hand, indeed in some 
I of the worse cases, I have seen the pharynx when 
examined shows very little or no evidence of 
disease at all. As regards general condition these 
i patients are sometimes anaemic, or their history or 
j other parts of the body point to gouty or rheu- 
, matic tendencies ; much more commonly, however, 
the patient suffers from dyspepsia of the flatulent 
variety, which may have to be carefully inquired 
i into, for, if simply asked whether or no he suffers 
from indigestion, the patient generally replies in the 
negative, as he has neither abdominal pain nor 
vomiting, but is distended with wind, the belching 
up of which gives him considerable relief. In 
taking the history of these patients it is necessary 
to carefully analyse their feelings, or one of the 
cardinal signs may not be elicited, viz. that the 
aching, instead of being increased by swallowing 
food as is the case in sore throat, is diminished 
thereby, as though the bolus in some way soothed 
and comforted the parts ; swallowing liquids, how¬ 
ever, may increase the aching. 

In trying to throw some light on this symptom 
of aching throat, it will be well to first shortly con¬ 
sider two points, viz. the nerve supply to the naso- 
J pharynx, pharynx and upper part of oesophagus, and 
I the vagueness of the sense of locality in this 
I region. 

Briefly taking the nerve supply first: 

From above downwards we find the posterior and 
external branches of the spheno-palatine ganglion 
of the superior maxillary together with the pharyn¬ 
geal nerve and Vidian. The inferior maxillary by 
its various branches, sensory and motor, the facial 
to certain muscles used in swallowing, the glosso¬ 
pharyngeal by numerous branches, both muscular 
and to the mucous membrane, the pneumogastric, 
together with the spinal accessory, pharyngeal and 
laryngeal branches to mucous membrane and 
muscles of the throat, also to the external auditory 
meatus and oesophagus. The hypoglossal to the 
muscles of the pharynx, also the upper cervical 
spinal nerves and the sympathetic. 

As regards sense of locality, one notes in the 
naso-pharynx and pharynx a vagueness which 
may be misleading. For instance, when one 
passes the Eustachian catheter through the nose 
in the ordinary way for deafness, and the point 
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impinges on the orifice of the Eustachian tube, I 
above the palate, the patient is apt to point to a 1 
spot below the angle of the jaw and say that he 
feels it sticking in there. 

Again, this vagueness is well illustrated by the 
common incident of one’s having to search for a 
bone sticking to the throat when the foreign body 
is generally found in quite a different part to that 
to which the patient had drawn our attention. 

Also, how often we find pain due to disease of 
the throat referred to the ear. And patients 
suffering from malignant disease of the lower end 
of the oesophagus sometimes refer their discomfort 
to the cervical region, and I myself have had a 
case in which the chief symptoms were aching, and 
unpleasant sensations referred to the throat and 
wasting. In this woman examination of the | 
pharynx and oesophagus by the direct method 
showed nothing abnormal, but the patient died 
with disease of the liver. 

I think, therefore, we may say without fear of I 
contradiction that we have in this region not only 
an exceedingly rich and varied nerve supply, but 
also find here a marked tendency to refer sensa- ! 
tions to other areas than those actually stimulated. 

One would like first to mention here that one j 
knows very well that there are those who are ! 
inclined to somewhat pooh-pooh these cases and 1 
dismiss them under the general term “ neurotic,” 1 
and consider the aching allied to the constricted ' 
feelings of the throat, and the lump rising or 
globus hystericus of true hysteria, but I cannot 
admit this explanation as satisfactory, for although 
aching throat may of course occur in a neurotic 
subject, and this explanation is apt to cross our 
minds if we find nothing locally, yet in the great 
majority of cases further examination fails to reyeal 
other signs of hysteria. 

Again, I would disassociate from the subject 
under discussion the aching pain felt by those who 
use their voices largely, such as teachers, clergymen, 
lecturers, public speakers, singers, and the like, and 
in whom it is associated with more or less hoarse¬ 
ness, as this seems allied to the so-called muscular 
aching which many persons suffer from after the 
immoderate use of any muscle in the body, leaving 
aside the question as to whether the pain be actu¬ 
ally in the muscle itself or not; for aching throat 
occurs commonly in those who are not large voice 
users at all. On the other hand, they often com¬ 


plain that the aching is much worse when they get 
tired, using the term in the general sense. 

I will now pass on to introduce some short notes 
of illustrative cases, private and hospital. 

A. B—, aet. 34 years, domestic servant, attended 
hospital, complaining of aching throat. Had six 
months previously suffered from tonsillitis, but 
volunteered the statement that this was quite a 
different pain to that which she had then, and 
noticed that taking food, instead of aggravating it 
as it did before, now gave temporary relief. On 
examination the throat looked anaemic, but beyond 
a slight enlargement of the faucial tonsils nothing 
else abnormal could be detected. Bowels very 
constipated. After advice as to diet and regulation 
of the bowels marked improvement took place and 
patient ceased to attend. 

C. D—, aet. 40 years, milkman, healthy-looking 
man, came complaining of discomfort in the throat, 
which he describes as being of an aching and burn¬ 
ing character. Asked as to its position, he locates 
the site of maximum intensity as being about the 
situation of the thyroid cartilage, but sometimes 
extends up to the ear and down to the sternum. 
On examination it was noted that the teeth were 
very much decayed and some granular patches 
present on the pharyngeal wall. Post-nasal space 
normal. Subsequently an examination by the 
direct method was made, but no abnormal appear¬ 
ances could be detected on the lower part of the 
pharynx nor oesophagus. Suffers largely from 
flatulence, and belching gives some relief to the 
pain. No pain nor difficulty in swallowing solid 
food, which gives immediate temporary relief. 
Liquids, however, he states seem to increase his 
discomfort. Advised to seek the assistance of a 
dentist and ordered a mixture containing rhubarb 
and soda. Reported later that he had been better 
for a time, but that the pain had returned. The 
granulations on the pharyngeal wall were now 
cauterised with the galvano-cautery, and when last 
seen he was free from the aching. 

The next case does not, strictly speaking, belong 
to this category, but is introduced because of the 
side-light it throws bn the subject. 

E. F—, aet. 45 years, male, clerk, came com¬ 
plaining of pain in the throat, sometimes 6f an 
aching, sometimes shooting in character, the seat 
of maximum intensity being in the region of the 
lesser corner of the hyoid bone on the left side. 
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No pain on swallowing, no symptoms of indiges¬ 
tion, no flatulence. Patient had previously tried 
numerous remedies and had had the galvano- 
cautery applied to the pharynx, but the aching, 
though intermittent, never disappeared. On making 
a careful examination of the floor of the mouth I 
found a small salivary calculus in Wharton’s duct, 
after the removal of which the pain permanently 
disappeared. Since this occurrence I have made 
a point of examining carefully the floor of the 
mouth in all cases of aching throat, but in only one 
other case, viz. that of a lady about fifty years of 
age, have I ever succeeded in detecting anything 
in the shape of a salivary calculus. 

G. H—, aet. 52 years, clerk; has been abroad a 
good deal and had malaria. Complains of aching 
and throbbing feelings in the throat, and refers to 
the back of the palate as the seat of its maximum 
intensity, but is somewhat vague on this point. 
Admits that he suffers from indigestion and flatu¬ 
lence. On examination of the mouth and pharynx 
nothing abnormal was detected, nor did posterior 
rhinoscopy reveal any abnormality, though the air¬ 
way through the nose was much interfered with by 
a deviated septum. The bowels were regulated 
and the indigestion treated with partial relief. 
Later on the nasal stenosis was relieved by a sub¬ 
mucous resection operation, after which he expressed 
himself as feeling all right and ceased to attend. 

I. J—, aet. 52 years, housewife, came com¬ 
plaining of troublesome aching in the throat. Is 
very much worried by the pain, which she fears is 
due to cancer, from which her mother died. 
Swallows food very slowly, and believes that certain 
articles of food make the pain worse afterwards, 
but has no real difficulty in getting bolus down; 
gets much flatulent distension and belching after 
food. Lingual tonsil enlarged but no other abnor¬ 
mality detected, nor did the direct examination of 
the oesophagus by means of Burnings’ apparatus 
give evidence of anything pathological. Aperients 
and regulation of the diet have produced improve¬ 
ment, but the case shows marked relapsing 
tendencies. 

Treatment. 

I have already spoken of the local pathological 
conditions which I have found at different times 
associated with aching throat, but except, of course, 
in such a case as calculus, I would strongly advise 


the avoidance of radical treatment in reference to 
these in the first instance. I think it better to be 
content with the ordinary cleansing nose-washes, 
sprays and gargies containing chloride of sodium, 
biborate of sodium, and the bicarbonate, boric 
acid, potassium, chlorate, and the like, for opera¬ 
tion may prove disappointing in results both to 
surgeon and patient, and should therefore not be 
lightly undertaken nor advised, since we cannot 
promise that removal of, say, a much-enlarged 
lingual tonsil will cure aching throat, any more 
than the removal of polypi and other morbid con¬ 
ditions in the nose can be guaranteed to cure 
asthma. 

At the same time one must give proper attention 
to general pathological conditions, such as anaemia, 
though I must admit that the administration of 
arsenic and iron, after due regulation of the bowels, 
has not given the results hoped for as regards the 
throat discomfort, but have, in fact, been decidedly 
disappointing. 

I must say the same, though in a less degree, as 
regards medicines which have been found to give 
relief in gouty conditions, such as colchicum, 
piperazine, and salts of lithium and potassium 
such as the citrate and bicarbonate. 

As regards rheumatism, the fact that the pain 
closely resembles that which occurs in muscular 
rheumatism, and also since it has been repeatedly 
shown not only that acute pharyngitis and tonsillitis 
are often markedly benefited by anti-rheumatic 
remedies such as salicylate of soda and aspirin, but 
also that these are often the immediate forerunners 
of acute rheumatism, one would be led to reasonably 
expect that these remedies would give relief in 
aching throat, but they have failed to do so in my 
hands. 

On the other hand, a very large proportion of 
patients do, and have, suffered from chronic 
dyspepsia, the appetite commonly deficient, though 
occasionally the opposite, and although actual 
abdominal pain and vomiting are not common, 
recthing frequently occurs, with feelings of op¬ 
pression and depression after food and eructations 
and distension with gas. The tongue may present 
morbid appearances and a disagreeable taste is 
often present. Constipation is very common, 
diarrhoea rare. 

What the exact relationship of aching throat is to 
this condition it is difficult to say, but that it is very 
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close I am quite certain, and the best results are to 
be obtained by suitable treatment to the digestive 
organs, supplemented in some by operative treat¬ 
ment of the throat and nose. 

In order to relieve the dyspepsia, first of all the 
teeth must be examined and the patient referred to 
a good dentist if necessary. The diet must be 
inquired into and corrected. As regards the vexed 
question of alcohol, it certainly seems in some 
cases to bring on and in others to aggravate the 
aching, and I think, on the whole, these patients 
are better without it. 

I know of several cases in which washing out the 
stomach has completely relieved the aching, and 
consider it a most valuable form of treatment if 
not carried to excess. 

Amongst the drugs which have proved most 
useful, gentian, calumba, strychnine, bicarbonate 
of soda, bismuth, magnesia and charcoal are the 
principal. Constipation is very common and very 
troublesome, and if not relieved by careful dieting 
I have found the best drugs to use to be cascara, 
podophyllum and sulphur, also small doses of 
mercury followed by a saline aperient are valu¬ 
able. 

As a means of giving temporary relief massage 
is useful, and so is the galvanic current, but as 
permanent curative agents both are disappointing. 

Smoking, if in excess, of course must be for¬ 
bidden, but I have not been able to convince 
myself that moderate smoking was in itself a cause 
of aching throat, and certainly many women suffer 
from it who do not smoke at all, and one finds a 
good many patients who are anxious to get well 
and willingly abstain entirely from both tobacco 
and alcohol, and yet the pain continues. 

In conclusion, to summarise matters a little we 
may say that experience has shown that aching 
throat is more commonly associated with flatulent 
dyspepsia than anything else, that this seems to act 
either by the formation of toxins, or possibly the 
aching may be a referred pain such as that which 
occurs in the ear so commonly in disease of the 
larynx and upper part of the oesophagus. There 
may also, however, be local conditions, which, if 
they do not actually cause, certainly accentuate, 
and must be sought out and dealt with in obstinate 
cases, not forgetting that the condition of the nose 
and accessory sinuses has a very distinct bearing on 
the state of the pharynx, as also have the teeth. 


I will finish with one word of warning, viz. only 
after very careful examination must we arrive at 
the cause of aching throat. To overlook malignant 
disease is fatal. 

Mr. Herbert Tilley remarked that the subject 
was so wide that it was difficult to know where to 
attack it. Laryngologists were very familiar with 
the types of cases pourtrayed; many of them 
wished they did not see so many, on account of 
the indefiniteness of the symptoms and absence of 
obvious causes. One class of case which might be 
laid stress upon, and about which he had learnt 
much from Sir Felix Semon, was the feeling of 
pain and constriction in the throat complained 
of by women about the time of the climacteric, and 
which benefited by general treatment and the 
exhibition of bromide of potassium and salicylate 
of soda. In the case of men, if they could be in¬ 
duced to take more exercise they would often be 
more benefited than by swallowing drugs. Unfortu-, 
nately, even educated people often felt that the 
doctor had only partly done his duty if he omitted 
to order a bottle of medicine. In a large number 
of cases in which there was pain on swallowing or 
aching in the throat, it was due to septic concre¬ 
tions which were lodged in the intra-tonsillar fossa. 
One could see nothing by merely inspecting the 
fauces, but on compressing the outer side of the 
tonsil a little yellow foul concretion might be 
expressed, and the patient often had immediate 
relief. Such pains, especially if they radiated 
toward the ear, frequently raised the fear of cancer. 
If, after the septic collection is squeezed out, it re¬ 
accumulated, the floor of the fossa should be 
removed, and this could only be satisfactorily done 
by enucleating the upper three fourths of the 
tonsil. 

Mr. Waggett thought that in nine out of ten 
cases of aching throat the explanation which Mr. 
Tilley gave, namely the presence of concretions or 
dibris in the tonsillar crypts, was the correct one. 

Dr. William Hill said he thought, when Dr. 
Kelson concluded, that he had said the last word 
on the subject of aching throat. Summarised, he 
seemed to say that in men it was due to errors of 
intake, and in women to errors of output. If one 
proceeded on that basis, nine out of ten cases 
would be cured. 

Dr. StClair Thomson said he would be sorry 
to attribute aching throat to any one single cause. 
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He had seen lingual tonsil accepted as an explana¬ 
tion, also nasal stenosis, and he agreed that Dr. 
Kelson had judiciously summed up the many and 
variable causes of aching throat. Sir Felix Semon, 
in his lectures, well defined the condition so far as 
it was related to the menopause ; but there were 
many cases of aching throat in which one could 
not invoke the menopause or the supra-tonsillar 
fossa as explanations of it. His experience had 
tended towards Dr. Kelson’s view that much stress I 
should be laid on the digestive organs, and in the 
next place, in females, on the uterine functions. | 
He believed many of the cases were connected 
with anaemia and disorders of menstruation. But 
there was a neurotic basis to it, and where the 
appearances did not go beyond physiological varia¬ 
tions one should treat it on systematic medical 
principles. 

Mr. Campbell Williams said he had two 
patients who suffered from aching throats and were ; 
likewise affected with the erythematous form of ' 
acne rosacea. When the noses got very red the 
throats ached badly, but the aching disappeared as 
the noses got pale. This occurred when they 
knocked off their champagne. Of course they 
suspected cancer as the cause, or something else. 
But the Wassermann reaction was negative in both. 

Dr. Kelson, in reply, said he was much in- i 
terested to hear about Dr. Tilley’s cases of con¬ 
cretions in the tonsil. He had not met with that, \ 
but among the cases which he had intended to 
refer to were two of concretion in Wharton’s duct , 
which had been overlooked, and the patient had 
been previously cauterised, etc., by another sur- | 
geon. In future cases of aching throat he would ; 
examine the tonsils. He considered the subject j 
was worthy of attention, as the cases were very | 
troublesome. Some an aperient would benefit. 
Many did not show any organic disease, though 
repeatedly examined. 

September 2 3rd, 1912. 


Psoriasis Familialis.— F. C. Knowles con 
eludes that psoriasis is not an hereditary disease. 
Very seldom is there found more than one case in 
a family. The author has been able to discover 
but six instances in hundreds of cases examined. 
Psoriasis familialis has been very little touched 
on in dermatological literature. The aetiology of 
psoriasis is as yet to be ascertained, but cumulative 
evidence points strongly toward a parasitic origin. 
— Med. Record , vol. lxxxii, No. 8. 


SIX CLINICAL LECTURES* 

ON 

THE DIAGNOSTIC VALUE OF 
SENSORY CHANGES IN DISEASES 
OF THE NERVOUS SYSTEM. 

By HENRY HEAD, M.D., F.R.C.P., F.R.S., 

Physician to the Hospital. 


Lecture IV. 

Gentlemen, — I have undertaken to-day the 
difficult task of trying to lead you through that 
portion of the brain which extends from the upper 



Fig. 12. —To show the loss of sensation in Case 6 . The 
shaded area on the right half of the body represents 
the extent of the loss of sensation to painful and 
thermal stimuli, whilst the numbers show the pressure 
necessary to evoke pain on similar parts on the two 
sides. 


end of the spinal cord to the optic thalamus. I do 
not expect you to have an intimate knowledge of 
the paths in the brain-stem because such know¬ 
ledge is one that is of value to specialists only. 
But I do want you to have just sufficient know¬ 
ledge to recognise the position and discover the 
nature of a lesion in cases where the symptoms 
point to an affection of this part of the brain. 

In order that you may see the sort of problem 
with which you may be faced, I shall begin by 
demonstrating to you this man, who has kindly 
come to see us to-day. 


# Delivered at the London Hospital. 
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Case 6.— Occlusion of the Posterior Inferior j 
Cerebellar Artery .* 

He is a man of fifty years of age, and in the 
early morning of December 25th, 1908, when 
stooping, he suddenly fell upon the floor. He was 
not unconscious, but intensely giddy. Vomiting 
set in and was almost continuous for thirty-six 
hours. Up to this attack he was in perfect health, 
denies all possibility of syphilis, and the Wasser- 
mann reaction is negative. j 

Since that time he has steadily improved, but he 1 
still shows many of the signs which accompany this 
remarkable, but not extremely uncommon, lesion. 


There is no material difference between the 
reflexes on the two halves of his body, and both 
plantars give a flexor response. 

On examining the condition of sensation we find 
that the right half of the body is insensitive [to 
heat and cold, that sensibility to prick is greatly 
diminished, and a somewhat greater amount 1 of 
pressure is required to evoke pain on the right 
than on the left side (Fig. 12). 

The power of recognising posture and passive 
movement is somewhat, though not greatly, 
diminished in both the right arm and leg. 

Tactile sensibility is perfectly preserved, vibra- 



Fig. 13.—Composite djagram to indicate the structure of the medulla commonly involved in the lesion—indicated 
bv the dotted line. 1. Descending root of eighth nerve. 2 . Restiform body. 3. Descending root of fifth 
nerve. 4. Spino-cerebellar tracts. (Kinnier Wilson.) 


He can walk well, although he is evidently careful 
and afraid of stumbling. No difference in power can 
be discovered between the two lower extremities, but 
he tends to deviate to the left and constantly corrects 
himself voluntarily. This is evidently due to some 
defect in cerebellar innervation of the left side. 
But as soon as he closes his eyes he tends to fall to 
the right in consequence of the defective apprecia¬ 
tion of posture in the right leg. The movements 
of the left upper extremity are slightly ataxic 
w T hether the eyes are open or shut. 

* This case is described in full in a paper written in 
conjunction with Dr. Gordon Holmes, ‘ Brain,’ 1911, vol. 
xxxiv, p. 117. 


tion can be appreciated, and size andj shape are 
accurately recognised on both sides. 

So much for the remote effects of his lesion; its 
local manifestations consist of an area insensitive 
to prick but responding to painful pressure over 
the left half of the face and head. Heat and cold 
can be appreciated, but seem “ duller ” than over 
the opposite half of the face. All other forms of 
sensibility are unaffected. 

On the motor side the local effects of the lesion 
are still visible in a weakness of the left half of the 
palate, the remains of a paralysis which at firs* 
caused great difficulty in swallowing. 

Let us attempt to interpret these signs on the 









398 The Clinical Journal.] 


DR. HEAD. 


[ Sept. 25, 1912. 


plan we adopted for the spinal cord. Obviously 
the lesion is situated in the left half of the nervous 
system, as shown by the analgesia of the face and 
the paralysis of the left half of the palate. These 
signs also indicate that it is situated in the medulla 
oblongata, involving the nucleus of the glosso¬ 
pharyngeal or ninth nerve. 

Let us examine a transverse section at this level 
of the central nervous system, and consider how the 


ASCCHDIH6 TRACTS 



Fig. 14.—A diagram prepared by Dr. Gordon Holmes 
to show the path of afferent impulses from the spinal 
cord to the cortex cerebri. 

signs in this case could be caused by a lesion in this 
situation (Fig. 13). The analgesia of the left half 1 
of the face is due to interference with the medullary 
root of the fifth nerve, whilst the analgesia and the 
thermo-anaesthesia of the right half of the body 
show that its close neighbour, the spino-thalamic 
tract, has also been affected. This tract carries up 
afferent impulses underlying sensations of pain, 
heat and cold from the opposite half of the body 
and ends in the optic thalamus (Fig. 14). ; 


The vertigo and tendency to fall to the left point 
to disturbance of the nucleus vestibularis, and the 
cerebellar ataxy of the left leg is probably produced 
by some affection of the corpus restiforme. 

In this case the power of recognising posture and 
passive position was slightly diminished on the 
same side (right) as the loss of cutaneous sensibility, 
but all the other special functions of sensation, such 
as the appreciation of size, shape and locality were 
intact. This seems to point to an affection of the 
outer portion of the median fillet, in which run the 
crossed impulses from the nuclei of the posterior 
columns. 



Fig. 15. —To show the arteries of the medulla and pons. 
The various situations at which these arteries may be 
blocked are shown in black. Any blocking from III 
to V will give the symptoms in Case 6. 

We have determined the site and extent of the 
lesion in this case, and have now to consider its 
nature. The sudden onset and the considerable 
recovery which has occurred point to some vascular 
affection; the vessel at fault must be a branch of 
the left vertebral artery, if not a blocking of this 
artery itself. Now of the branches which arise 
from the vertebral, that known as the posterior 
inferior cerebellar artery has the most exclusive 
distribution, and the parts it supplies therefore 
suffer more severely. For this reason, although 
this artery may not be the actual seat of the 
blockage, cases of this kind are said to be due to 
occlusion of the posterior inferior cerebellar artery 

(Fig. 15)- 
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The same principles we have employed to eluci¬ 
date this case can be used to discover the position 
of other lesions situated between the posterior 
column nuclei and the optic thalamus. The level 
must first be determined by noticing which cranial 
nerve nuclei are most affected, and then the other 
signs must be translated into anatomical terms at 
this point of the central nervous system. 

Nowit will be impossible for me to describe to 
you the many combinations of signs which may be 
found, but we will examine the disturbances that 
might be expected to occur at four levels of the 
brain-stem. In all cases I have assumed that the 


Cranial 

Signs and symptoms. 

Anatomical cause of 
signs and symptom*. 

nerve 

nucleus. 

Same side. J 

Opposite side. 

Ill 

Ophthalmo- 

Loss of sensa- 

Spino-thalamic 


plegia 

tion to pain. 

tract ; fillet; rubro¬ 
spinal tract; 
pyramid. 


1 

; 1 

heat and cold 
over body and 
face or pos¬ 
tural loss; 
tremor; pyra¬ 
midal affec¬ 
tion 


!---, 

— 

! ■ - - ----- 

V 

Root symp- 

Loss of sensa- 

Interference with 


toms of V 

tion to pain, 
heat and cold 

| root of V and 


(loss of sensa- 

. nucleus of VI ; rubro- 


1 tion on face of 

over body 

spinal tract which 


root type);: 

only or pos- 

has now crossed ; 


nuclear signs 

tural loss ; 

spino-thalamic ; 


of VI; tre¬ 
mor; cerebel¬ 
lar symptoms 

pyramidal 

affection 

fillet; pyramid. 

VIII and 

Cerebellar 

Loss of sensa¬ 

i Interference with 

IX 

symptoms 

tion to pain, 

nucleus of IX, vesti¬ 


and giddi¬ 

heat and cold 

bular nucleus of VIII 


ness; anal- 

over body 

and Deiter’snucleus; 


1 gesia of face ; 

only; postural 

descending root of 


paralysis of 
same half of 
j palate 

loss 

V ; corpus resti- 
forme ; spino-thala¬ 
mic; outer portion of 
fillet. 

XII 

Analgesia of 

Loss of sensa- 

Descending root of 


face; postural 

: tion to pain 

i V ; fibres from pos¬ 


loss with pos- 

heat and cold 

terior column nuclei 


| sible distur- 

over body 

which have not yet 


| bance of com- 
j pass test and 
| recognition of 

1 size and 
! shape; cere¬ 
bellar sym- 
j ptoms 

only 

crossed ; corpus 
restiforme; spino¬ 
thalamic. 


lesion is strictly unilateral, so that you may learn 
what functions at each level may be disturbed on 
the same side and what on the opposite half of the 
body or face. 

Most of the vascular affections are strictly uni¬ 
lateral and many new growths begin in one half of 
the brain-stem. But syphilitic lesions are fre¬ 
quently bilateral and not uncommonly recur at 
various levels. I shall therefore show you a case 
of syphilitic disease in this region which illustrates 
the character of the sensory disturbance produced 
by interference with the roots of the fifth or 
trigeminal nerve. 

Case 7.— Syphilitic Disease of the Pons affecting the 
Roots of the Trigeminal Nerve * 

The patient is a man, aet. 50 years, with a pro¬ 
nounced history of syphilis at the age of twenty- 
four. Four years ago he suffered with a right 
facial paralysis, which cleared up under iodide in 
six weeks. 

About four weeks before admission to the hos¬ 
pital the left half of his face seemed to “ puff up ” 
and become immobile And the left eye inflamed. 

You will see that there is now a large perforating 
ulcer in the centre of the left cornea. The whole 
of the left half of the face is insensitive to cotton¬ 
wool, to prick, and to heat and cold. But within 
this area pressure is occasionally appreciated 
obscurely. 

The left masseter is paralysed, and outward 
movements of the left eye are defective, pointing 
to weakness of the external rectus. In addition, 
both upper and lower halves of the face are com¬ 
pletely immobile and the eyelids cannot be closed. 
Tongue and palate move well. 

The knee-jerks are brisk on both sides, but both 
plantars usually give a distinct flexor response ; 
occasionally, however, that from the left foot is 
uncertain. 

Thus the only signs point to affection of cranial 
nerve nuclei, and there is no reason to suppose 
that the activity of the spino-thalamic tract or of 
the descending root of the fifth nerve are disturbed. 
The loss of sensation on the face is characteristic 
of interference with the nerve-roots of the tri¬ 
geminal rather than of a disturbance of its so-called 

# I owe the opportunity of showing this patient to the 
kindness of Mr. Roxburgh. 
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descending nucleus. For whenever the roots are 
affected the loss of sensation on the face is severe, 
affecting all forms to a greater or less degree, and 
trophic disturbances of the eye are common. But 
when the so-called descending root is destroyed 
the loss tends to be selective, taking one or more 
qualities of sensation independently (as in Case 6). 

The highest level we shall consider to-day is 
that of the exit of the third nerve. Here the only 
disturbance on the same side as the lesion is that 
of ocular movements : every other change in motion 
or sensation lies on the opposite half of the body 
and face. 

. Thus if you consider the table just given you will 
be able to deduce the reason for the various dis¬ 
turbances that‘ w may result from lesions at any one 
of these four levels. Many lesions of the brain¬ 
stem are vascular and extend longitudinally for a 
considerable distance ; it is therefore not un 
common for the disturbance of function to point 
mainly to one transverse level, but also to a wide¬ 
spread destruction on either side. But if you 
translate the signs and symptoms into anatomical 
terms at certain levels you will have little difficulty 
in most c ases in seeing your way clearly through 
one of the most complicated pieces of diagnosis in 
medicine. 

September 2^rd, 1912. 

Prognosis of Tuberculosis of Larynx.—S. 

von Ruck calls attention to the following points : 
Tuberculous changes are present in the larynx of 
patients suffering from pulmonary tuberculosis 
much more frequently than is generally recognised. 
The disease in the larynx in its early stages causes, 
as a rule, no definite or but slight subjective sym¬ 
ptoms. For this reason the physical examination 
of every tuberculous patient should include, as a 
matter of routine, as much the inspection of the 
larynx as an examination of the chest. Slighter 
degrees of thickening of the mucosa which many 
obververs are willing to accept as catarrhal are not 
infrequently tuberculous in nature, and may well 
suggest to the laryngologist who notes them in the 
course of his routine practice the propriety of a 
physical examination of the chest. The prognosis 
of tuberculosis of the larynx in the earlier stages is 
no worse, von Ruck maintains, than is that of the 
disease in the lungs .—-Med Record , vol. lxxxii, 
No. 9. 


Efficacy of Benzol in Leukaemia. —Koranyi 
has applied to practical use Barker’s casual discovery 
that benzol (benzine, not benzin) has a destructive 
action on the blood; Barker encountered three 
cases of haemorrhagic purpura with aplastic anaemia 
in three girls who worked with benzol in a factory. 
Two of the cases terminated fatally. Selling’s 
experimental research has further established that 
benzol first increases the production of leucocytes 
and then has a destructive action on them, while 
the number of reds is not modified. At the same 
time the bone-marrow, spleen and lymphatic 
apparatus show marked aplasia. This action of 
benzol is just what is needed in leukaemia, and 
Koranyi reports a typical case to show the marked 
benefit which followed its systematic administra¬ 
tion. This patient was a woman, aet. 32 years, 
who noticed seven months ago that her spleen was 
enlarging; she became very weak and complained 
of pains in the sternum. The blood-count showed 
3,100,000 reds and 220,000 whites, including 70 
per cent, polynuclears and 16 per cent, myelocytes. 
An exposure to the Rontgen rays was made on 
February 1st, 1912; two weeks later the benzol 
was commenced, giving from 3 to 4 grm. a day. 
By April the whites had dropped to 65,000, and by 
| the middle of May to 8000 and the general health 
showed marked improvement. The patient is now 
attending as usual to her household duties. There 
were no failures under the benzol treatment of 
chronic leukaemia. The spleen subsides to normal 
size in time; the lymph-nodes seem to feel the 
influence less. The benefit is more gradual than 
from Rontgeno-therapy, but the benzol may 
succeed in cases in which the other has failed. 
Patients who have already had Rontgen treatment 
seem to respond more readily to the action of the 
benzol. No serious by-effects were observed from 
the benzol, not even in one case in which he gave 
U P t0 5 g rm - a day, but some disagreeable effect 
was noted in some cases, a burning in the stomach, 
eructation, transient tracheo-bronchitis and dizzi¬ 
ness. The stomach disturbances can be avoided 
I by giving an equal amount of oil in a capsule along 
1 with the benzol. Koranyi has also applied the 
j benzol in a case of polycythaemia with enlarged 
I spleen, and the benefit was encouraging. During 
the first week the reds increased from nine to ten 
millions, but then dropped in the course of the 
next three weeks to 6,700,000. The patient then 
considered himself cured and has not been seen 
since.— Journ. A.M.A., vol. lix, No. 9. 
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1 A CLINICAL LECTURE. 

Delivered at St. Bartholomew’s Hospital. 

| By SAMUEL WEST, M.D., F.R.C.P. 

Physician to the Hospital. 


The subject of my lecture to-day is a young 
woman, aet. 26 years, well-grown and well-developed, 
but looking pale and ill. On admission the tem¬ 
perature was raised to about ioi° F., the pulse was 
very rapid, 160, and the respirations also rapid, 
about 60. She had some oedema of the feet, a little 
albumen in the urine, an enlarged liver, extending 
to three inches below the ribs, and signs of 
general bronchitis. Upon her legs were numbers 
of haemorrhagic spots, which in places had become 
confluent, and formed irregular haemorrhagic 
patches. They were not confined to the legs, but 
were found in large numbers on the thighs, but¬ 
tocks, and the back of her body. There were a 
few on the trunk and on the arms, but none on 
the face. The cardiac dulness was greatly increased 
I in all directions, and the apex-beat was outside the 
nipple line in the sixth space. There was a strange 
flickering impulse in the third, fourth and fifth 
intercostal spaces which suggested the possibility 
j of adherent pericardium. The murmurs were 
curious, so that an exact diagnosis was deferred, 
but this much could be said, that the heart was 
greatly dilated, and that there was considerable 
aortic regurgitation and possibly mitral disease as 
well. 

| She gave this history : that she had been in her 
j usual health until fourteen days before, when some 
i acute illness set in; her legs began to swell, the 
j rash appeared, and she had much vomiting. Her 
I previous history was this: She had had an attack 
j of rheumatic fever at the age of twenty years—that 
j is, six years ago—and her heart had given her 
I trouble ever since. She had had occasional attacks 
of pain and shortness of breath on exertion, and 



402 The Clinical Journal. ] 


DR. WEST. 


[Oct. 2 , 1912. 


had been subject to bronchitis, especially in the 
winter. ........... 

Now let me deal with one or two points in the 
history. She had had rheumatic fever with occa¬ 
sional rheumatic pains since. Her chief complaint 
had been that her breath was short on exertion, | 
and that she had been subject to chest colds which ! 
often came on without any obvious reason. Patients 
with morbus cordis, especially mitral disease, often 
come to their doctor complaining of these colds 
and not of their heart at all. The explanation is 
simple. Mitral disease impedes the passage of 
blood through the lungs, which are therefore con¬ 
gested. If from any cause the heart does not do 
its work as well as it should, the congestion will 
easily be increased and some extravasation of 
fluid take place into the air-tubes, just as it does 
into the subcutaneous tissue. This will give rise 
to rhonchus, sibilus and crepitation, so that the 
clinical signs of this congestion are those of bron¬ 
chitis. This should not really be called bronchitis, 
because “ itis ” signifies inflammation, and this is 
a passive non-inflammatory cpngestion of the air- 
tubes. It is important to recognise the distinction 
between this inflammatory and non-inflammatory 
congestion, though both are often called bronchitis, 
for the causes are different, and so should the 
treatment be. With these exceptions the patient 
had been in her usual health and doing her ordinary 
work until fourteen days before admission. Then 
she had a more or less sudden attack. This was 
characterised by fever, by swelling in the legs, by 
vomiting, and then by the appearance of the rash 
which I have mentioned. The rash was of the 
ordinary haemorrhagic character. The question 
now arises : What is the relation of all these things 
to one another ? The oedema of the feet, the in¬ 
crease in size of the liver and the congestion of her 
lungs could all be explained by the condition of 
the heart. 

In what relation does the temperature stand to 
the rash ? and in what relation do they both stand 
to the condition of the heart ? When the heart 
fails it is very common to find small petechial 
haemorrhages on the legs, for they are the 
most dependent parts. Gravity increases the 
pressure there, the little veins rupture, and tiny 
haemorrhages or petechiae appear. But in this case 
there is evidently much more than that, for the 
haemorrhages are not on the legs only, but on prac¬ 


tically all parts of the body except the face. Now 
let us consider the rash. Haemorrhagic eruptions 
are not rare. Of these the simplest and commonest 
form is purpura simplex, but in purpura simplex the 
temperature is not raised as it is in this case. 
When a haemorrhagic eruption is associated with a 
rise in temperature it may be of very grave signi¬ 
ficance, for a very large number of those cases are 
of a septic nature and not uncommonly end fatally. 
So as there was in this case a rise of temperature 
associated with a haemorrhagic eruption, there was 
ground for anxiety. To quote an illustration : 

A boy was sent into the hospital as a case of 
tonsillitis, but there were on his body a few haemor¬ 
rhagic spots, and on that account I at once pro¬ 
nounced it to be a grave case, not of tonsillitis, but 
of septic infection. In a short time numerous 
haemorrhagic spots developed in other parts of the 
body, the temperature rose to 104° or 105°, and in 
a few days the lad died cf acute septic infection. 

So in this case the serious question arose whether 
the rash and temperature were indicative of septic 
infection, and if so, whether the septic infection 
was to be connected with the heart or no. 

The next question which arises is, can this be a 
case of rheumatic fever? The patient has a tem¬ 
perature, not very high, ioi° F. or so, and she has 
had rheumatic fever before, and so it is not unlikely 
she should have it again ; but she has no joint 
pains or swellings. Let us see what the objections 
are to the view that rheumatic fever may explain 
the whole case. She has a rash of a haemorrhagic 
character. You will find various rashes mentioned 
in your text-books as associated with rheumatic 
fever. If you come straight from your text-books 
into the wards and see several cases of rheumatic 
fever—for it is a very common disease—you will be 
surprised that, excepting sudamina or sweat-rash, 
you hardly ever see any rashes at all; this will im¬ 
press upon you the fact that these rashes, though they 
occur sometimes, are evidently rare. These rashes 
are generally erythematous in type, and occur 
on the legs and arms, especially on the extensor 
surface. All erythemata stain, due to the extra¬ 
vasation of blood-colouring matter into the tissues. 
There may even be actual extravasation of 
blood, and the rash is then called haemorrhagic 
erythema. The rash in this case might be described 
as a haemorrhagic erythema, and it is interesting 
to know that during convalescence this patient had 
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some recurrence of the erythematous eruption 
which was not haemorrhagic. I have said rashes 
in rheumatic fever are extremely rare. Let me take 
one disease which you often see* and which is said 

to be sometimes associated with rheumatic fever_ 

erythema nodosum. It is really a different disease 
from all the erythemata which we are speaking of, 
but I mention it because it is supposed by some to 
have a close relation to rheumatic fever, though the 
relationship is not justified by the facts when you 
come to examine them. Erythema nodosum is a 
disease easily recognised. It consists of deep- 
seated lumps as well as redness over the extensor 
surfaces of the arms and legs, and with those 
lumps and redness are often associated joint pains, 
and sometimes sore throat. But very rarely 
indeed is there any morbus cordis, though with 
rheumatic fever morbus cordis is so common. If 
this be so, erythema nodosum can hardly stand 
in any very close relation to rheumatic fever. 

A large number of different toxic conditions are 
associated with rashes and joint pains, so that it 
does not follow that because there are joint pains 
and a rash that a case is one of rheumatic fever. 

At any rate an haemorrhage erruption in rheu¬ 
matic fever is very rare indeed. 

To some of these cases the name peliosis 
rheumatica has been given, but this is a grave 
septic disease with an entirely different origin and 
clinical course from rheumatic fever, with which 
it has really nothing whatever to do. 

We thus come to the conclusion that rheumatic 
fever will not explain this patient’s condition, nor 
will a failing heart. Another diagnosis which 
suggested itself at first was ulcerative or malignant 
endocarditis. This would have explained the 
failure of heart and all the symptoms consequent 
upon it. It might also have explained the rash, 
although haemorrhagic rashes are not common 
with endocarditis. But the patient was not ill 
enough for so acute a septic condition as I am 
suggesting. So after consideration this possibility 
was dismissed. As the temperature fell in the 
course of the next day or two this cause of 
anxiety was soon dismissed. 

The conclusion of the whole matter, then, is this : 
that this patient has two independent affections 
—morbus cordis and the skin erruption. 

The skin eruption might have been simple 
purpura, but the rise of temperature made this 


improbable. There is a form of acute erythema 
in which the rash is haemorrhagic to some extent 
and often purpuric in type. This is of acute onset, 
associated with a rise of temperature, even to 103° F. 
or more, attended with considerable constitutional 
disturbance, and often with gastro-intestinal sym¬ 
ptoms leading to vomiting and diarrhoea, some¬ 
times accompanied with transient albuminuria or 
even haematuria. It lasts a few days, though it 
may relapse. It ends in convalescence, though 
the health may be markedly impaired for some 
time. It is, therefore, a severe acute illness, and 
is presumably a toxic condition arising from some 
acute infection, generally in the intestines. 

This is the affection from which I believe this 
patient to have been suffering. It affected her 
heart secondarily, and caused transient dilatation, 
as any other acute illness would have done, but 
had no closer connection with it. 

September 30th, 1912. 


Early Functional Treatment in Contusions 
and Sprains of the Back.— F. Shufflebotham 
emphasises the importance of early functional 
treatment in cases of contusions and sprains of the 
back, stating that this form of accident had been 
neglected by medical men. In all injuries to this 
region it is essential to eliminate fractures of the 
spine, which in some instances can be diagnosed 
only by means of the X rays. A sprain of the 
back is, as a rule, a complicated injury which may 
involve muscles and nerves, as well as the joints of 
the vertebral column, and a knowledge of the 
anatomy of the lumbar region is essential before 
the nature of the sprain can be properly under¬ 
stood. These cases are thought lightly of at the 
time of the accident because, in the majority of 
cases, the only symptom is localised pain; but 
they should receive the same attention as fractures 
and dislocations because of the long-continued 
disability from work, to say nothing of the pain 
and suffering which ensue when the treatment is 
neglected. The author alludes to the urgency of 
massage and systematic exercises being prescribed 
early in these cases so as to avoid the formation 
of adhesions and the atrophy of muscles, and 
states that the subject is of the utmost importance 
in industrial districts because of the great fre¬ 
quency of these injuries. — Med. Rec ., vol. lxxxii, 
No. 10. 
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A CLINICAL LECTURE 

ON 

THE TREATMENT OF HEMOR¬ 
RHAGE. 

Delivered at St. Mary’s Hospital. 

By MAYNARD SMITH, M.B., B.S., F.R.C.S., 
Surgeon to Out-patients at the Hospital. 

Gentlemen, —In a prize examination last April I 
asked the following question: Describe in detail 
what you would do for a man who has received a 
stab wound of the superficial femoral artery in 
Hunter's canal. It is a straightforward question, and 
I was rather in doubt when I asked it whether it 
was not too easy a question to set for such an 
examination. The answers to that question, how¬ 
ever, showed so little evidence of practical aptitude 
that I have chosen the treatment of haemorrhage 
as my subject for to-day. 

Your immediate duties in connection with the 
treatment of haemorrhage must be considered from 
various standpoints, and I want you to think firstly 
of what you will do for a patient who has severe 
haemorrhage when you are called in to render 
“first aid,” so to speak. Imagine that you are 
going along the street and a person puts his arm 
through a window, or is run over, or is stabbed, 
and profuse haemorrhage is taking place. What 
shall you do in the way of rendering first aid ? 
In no other condition known in surgery is the 
patient's life more directly in your hand than it 
is when a patient is suffering from severe haemor¬ 
rhage. If you know what to do and do it, you 
will save his life, but if you do not know what to 
do, or fail to do it promptly, the patient will die. 
A year or two ago two taxicabs collided with one 
another, and the window of one of them was 
broken and a splinter of glass struck a lady who 
was inside, puncturing the common carotid artery. 
She was put into a cab and taken to hospital, but 
she died on the way, ten minutes or more after the 
accident. The interval that elapsed before death 
took place was long enough to show that if anybody 
on the spot had known what to do and had done 
it, her life would have been saved. 

What shall you do with the patient who is 


suffering from severe haemorrhage from a wound ? 
You will find it stated sometimes, in first-aid lectures 
and in ambulance text-books, that discrimination 
must be made between venous and arterial haemor¬ 
rhage ; far too much importance may be attached 
to this. It may be all right for you gentlemen who 
can tell the difference between arterial and venous 
blood at a glance. With the ordinary person, by 
the time he has made up his mind on this point— 
and possibly made it up wrongly—the patient will 
be dead. I remember being questioned before an 
action by an officer who knew of arteries and 
veins, and that when bleeding occurred from one a 
handkerchief should be tied round the limb on the 
top side of the wound, and if from the other a 
r handkerchief must be tied on the lower side. “ But 
the worst of it is,” he complained, “ I can never 
remember which is which.” The first and the most 
important point to remember is that there is hardly 
any place in the body from which haemorrhage can 
come which cannot be stopped by direct pressure. 
If a man has a stab in his leg and blood is pouring 
out of the wound, press upon it as hard as you 
can. If you can stop that bleeding for the time 
being you have done much toward saving your 
patient. Put ycjur thumb into the wound, then, 
and press hard until the bleeding ceases. If you 
have a sterile pad of gauze or a clean handkerchief 
i to press with so much the better, but the essential 
; is to stop the bleeding, and other considerations 
; must for the moment be neglected. 

| Supposing you find the wound is large and of 
such a nature that it is difficult to keep up pressure 
upon it, you can then compress the artery at a 
point between the wound and the heart. Let us 
take an example—a big cut in the thigh. Hard 
pressure there stops the bleeding for the moment, 
and then with the free hand you can proceed to 
compress the artery against the brim of the pelvis. 
I need hardly remind you that the patient should 
be kept lying flat with the affected limb raised. 

I Should the haemorrhage be merely venous, direct 
pressure by bandaging, combined with raising the 
limb, will bring about cessation of bleeding so 
readily that no further steps are called for. 

If you have now to move the patient a quarter 
j of a mile to hospital, or to some other place 
where you can deal with him properly, you cannot 
readily have him in a cab or on a shutter or 
1 stretcher compressing the artery all the time. 
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So you put on a tourniquet. It may be that 
you have not an ordinary india-rubber tubing 
tourniquet at hand, in which case you improvise 
one by means of a handkerchief. Do not make 
the mistake of putting the tourniquet round the 
forearm to stop bleeding from a cut wrist. Some 
of the arteries here lie between two bones, and 
you can put a tourniquet on the forearm as 
tight as you wish, and still you will not have 
stopped the circulation. You must put it on the 
upper arm. Similarly in the case of a wound in 
the leg you apply the tourniquet above the knee. 
Tie a handkerchief firmly round the limb. It is 
advised that the knot in the handkerchief should 
be tied so that it comes over the artery. I do not 
think this is essential, because the knot will shift; 
but tie firmly. Having tied the first knot, put a 
piece of stick, or a ruler, or a pen-holder and tie a 
second knot over that, in the way I show you. Then 
twist the stick or pen-holder in order to increase 
the pressure. It does not require much twisting 
to stop the haemorrhage. The patient is now 
gently transported to the place at which further 
treatment is to be carried out. 

Now let us deal with the matter from the point 
of view of the house-surgeon in the casualty room, 
or from that of the doctor in his surgery, when the 
patient is brought in with a wound from which 
blood has been pouring. If the patient is still 
bleeding you will take the temporary measures I 
have spoken of in connection with first aid. But 
we must consider now the question of bringing 
about the permanent arrest of the bleeding. If 
the bleeding is from a small vein or a small artery, 
the bleeding will stop of itself. If it be a larger 
vessel that is damaged the method now invariably 
employed is to ligature it. 

What are the rules which should guide you in 
your conduct of the case ? Those rules were laid 
down years ago by the military surgeons of the 
time and in hardly any respect have they needed 
modification since. But with the extension of the 
scope of surgery and the great mass of knowledge 
which you are expected to acquire for examination 
purposes these rules have been passed lightly over, 
and the ignorance of them displayed by some 
recently qualified gentlemen would shock the 
student of fifty years ago. In the first place what 
shall you do if bleeding has ceased when you 
see the patient ? You are, of course, to carry out 
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any measures of cleaning and closing the wound 
that may be called for, but you are not to disturb 
the wound more than you can help, and you are 
not to search for and ligate arteries which have 
ceased to bleed. There are exceptions to this rule. 
If the damaged vessel is seen pulsating in the 
wound you should ligature it. Again, if there has 
been profuse haemorrhage as judged from the con¬ 
dition of the clothes, dressings or bed, or from the 
collapse and pallor of the patient, you are led 
to the conclusion that a large artery has been 
wounded. The cessation of the bleeding is but 
temporary, and with the rise of blood-pressure 
associated with the improvement of the patient's 
general condition the clots at the mouth of the 
vessels will be forced aside; the bleeding will 
recommence, and the second bout of haemorrhage 
may be fatal to a patient whose hold on life is 
already precarious. You must here open the 
wound, enlarging it if necessary, wash away all 
clots and find and tie the cut vessel. A saline 
venous infusion may be called for during this pro¬ 
ceeding. The last exception to the rule that it is 
not necessary to ligate vessels which have ceased 
to bleed, refers to the case of the distal end of a 
divided artery. You must always search for this 
and tie it even although it may have ceased to 
bleed for the moment. 

The second cardinal rule that you are to ob¬ 
serve is to tie the vessel in the wound at the point 
at which it is divided, whenever such operation is 
feasible. To.this rule there is no exception. By 
making a fresh incision and tying above you run 
the risk of securing the wrong vessel—thus you 
may tie the superficial femoral, when it is a branch 
of the deep which is bleeding. Moreover by 
interrupting the circulation at two points you 
diminish the chance of establishment of efficient 
collateral circulation and so directly favour gan¬ 
grene. 

Occasionally one will meet with cases of haemor¬ 
rhage from deep wounds of the pelvis, or head, or 
neck in which anatomical considerations make the 
approach to the bleeding point impracticable. It 
will then be necessary to tie the trunk of the parent 
vessel in continuity at some accessible point. 

There was recently in hospital a man who pro¬ 
vided an instance of the difficulties which may be 
met with in approaching the source of haemorrhage. 
He was cleaning a small revolver which, of course, 
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he thought was not loaded, when it went off and 
the bullet entered the abdomen in the epigastrium 
to the left of the middle line. He had been sick 
once and there were streaks of blood in the vomit. 
On opening the abdomen, after removing a quantity 
of clot, the track of the bullet was readily followed. 
There was a hole in the front of the left lobe of the 
liver, and when I raised this the exit aperture of 
the bullet was seen on the undersurface of the 
organ. Both these wounds had ceased to bleed. 
The bullet had then entered the front of the 
stomach near the lesser curvature. A few sutures 
served to close this hole and to stop the bleeding 
which was coming from it. At this stage blood 
began to well up freely from the deeper parts of the 
abdomen. An opening was therefore made into 
the lesser sac of the peritoneum through the great 
omentum. A large mass of clot was cleared away, 
and after some difficulty, owing to blood welling up 
and obscuring the view, the source of the bleeding 
was discovered. The bullet had emerged from the 
back of the stomach close to the lesser curvature, 
and had divided a large branch of the coronary 
artery close to its origin from the main trunk. 
This was ligatured and the perforation closed. 
During convalescence a skiagram was taken and 
showed the bullet lying in the muscles of the back 
on the left side of the spine. 

What we have been speaking of up to the present 
is haemorrhage which ensues immediately upon the 
receipt of an injury—so-called primary haemorrhage. 
Haemorrhage coming on within twenty-four hours 
of the receipt of the injury due to disturbance of 
clots by rising blood-pressure or to movements or 
disturbance of the patient, i. e. reactionary haemor¬ 
rhage, is treated on similar lines. But there is 
another form of bleeding which is known as 
secondary haemorrhage, and that is a very different 
matter. It seldom comes on before the sixth day 
from the time of injury; usually it is from six days to 
a fortnight afterwards. 

This secondary haemorrhage is due to sepsis. 
An amputation is done, for instance, and the stump 
becomes septic. Septic processes in the stump 
cause ulceration of the exposed end of a vessel to 
which a ligature has been applied, or perhaps the 
ligature is softened and becomes separated. 
Organisms then invade and cause disintegration of 
the clot which was temporarily closing the vessel, 
and so profuse haemorrhage occurs. You will 


understand, therefore, that in the present day 
secondary haemorrhage is decidedly rare, depend¬ 
ing as it does entirely upon the advent of sepsis. 
Still it does occur. In the past there was 
nothing which made greater calls on the resources 
of the surgeon, and nothing which it was more 
difficult to deal with than secondary haemor¬ 
rhage. There is often warning of the likelihood of 
secondary haemorrhage. When the dressing has 
been removed there is a trickle of bright red blood 
from the deeper part of the wound. Should this 
occur, efforts are made to decrease the septic 
condition of the wound, a tourniquet is kept 
handy and special watch is maintained. Should 
the haemorrhage recur in increasing amount or 
should a profuse haemorrhage take place, vigorous 
measures are to be adopted without delay. It is 
of no use plugging the wound and hoping for the 
best. The bleeding is certain to begin again, and 
the patient’s life is all the time in very imminent 
danger. The rule when secondary haemorrhage 
occurs is to re-open the wound thoroughly, find the 
bleeding artery, separate it up a little from the 
septic surface, and as soon as a healthy part is 
arrived at to tie it again. Then take every means 
to render the stump clean, wash it thoroughly, 
liberate any collection of pus, swab over with pure 
carbolic acid and provide free drainage. 

There are exceptions to this rule. It may be 
that the point from which the haemorrhage is 
coming is inaccessible to the surgeon without a 
very difficult and prolonged operation. In that 
case it would be justifiable to tie the main trunk 
at an accessible spot. Let me give you an example 
of what I mean. Three or four years ago a case 
was admitted to hospital with sacro-iliac disease 
and a sinus. In my absence the sinus had been 
enlarged by cutting away part of the ilium and the 
diseased tissue scraped away from the joint, a 
cavity being found extending some way inside the 
pelvis. The condition afterwards was not satis¬ 
factory, but there was no alarm until one night the 
nurse noticed that the child was deathly white, and 
it was found that the bed was soaked with blood. 
The house-surgeon closely packed the wound with 
gauze. In that way he was of course exerting 
pressure and stopped the haemorrhage. After a 
couple of days the plugging was removed. A few 
days later there was another attack of furious 
hemorrhage, and this time the child nearly died. 
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The gauze was put in again. As soon as any 
attempt was made to remove it the bleeding 
re-started, and the gauze had quickly to be replaced. 
The bleeding was coming from somewhere inside 
the pelvis, and the only way to reach it from the 
wound was through a small opening in the ilium 
no bigger in diameter than a half-crown. It would 
have been impossible to find the bleeding point 
through such a small hole as that. What should 
be done ? That is the kind of case in which, the 
bleeding point being inaccessible, it is permissible 
to tie the main trunk which supplies it. The 
bleeding must have been coming from some of the 
branches of the internal iliac artery in the interior 
of the pelvis, and the method adopted was to tie 
the internal iliac artery on that side by making an 
incision in the middle line of the abdomen. It is 
not difficult to find the artery by the method des¬ 
cribed in books on operative surgery. I did that 
in this case and there was no further bleeding. 
Again there are cases in which amputation would 
be the right course to pursue. I will give you 
an example. A patient was brought into the 
hospital in a terrible plight. The patella had been 
wired and sepsis had resulted. There was a large 
purulent cavity round the lower end of the femur, 
and the joint was opened with tubes in it. One 
day there was a deluge of arterial blood from the 
sinuses round the knee. One course of treatment 
would have been to open the wound to find the 
bleeding artery (almost certainly the popliteal), 
expose a healthy part of it and tie it. But the leg 
had been cold and blue and covered with pressure- 
sores, the heart had been weak and the circulation 
generally feeble. It was clear, therefore, that liga¬ 
ture of the popliteal would have been followed by 
gangrene, and so amputation was performed. It 
was found that there was a small ulcer, an eighth 
of an inch across, which had perforated the arterial 
wall. 

Now let us take a case of secondary haemorrhage 
from a vessel which you have treated by following 
out the rule to tie the artery in situ. All goes well 
for a few days, but at the end of that time you 
have another burst of secondary haemorrhage from 
the wound. The persistence of septic processes 
has again destroyed the vessel-wall above the 
second ligature. It is of no use to open up the 
wound and tie once more as this is courting a 
second failure. So in this case the treatment will 


be to tie the vessel in continuity at a higher level. 
While this is quite likely to lead to success in the 
upper limb, yet in the lower the double interruption 
in the main trunk is likely to make too great a call 
upon the anastomotic channels and gangrene may 
result. Supposing, therefore, that the vitality of the 
limb is small, or that you are dealing with an old 
patient or with one whose constitution has been 
undermined as a result of the sepsis, it will often 
be advisable not to attempt to tie the main artery 
again higher up, but to amputate, or in the case of 
an amputation stump, to re-amputate at a higher 
level. 

In dealing with primary haemorrhage time did 
not allow me to speak of the plastic methods 
which are now replacing the use of the ligature. 
A puncture in an artery can be sewn up. Arteries 
can be united by end-to-end suture after excision 
of a damaged portion, and when this damaged 
portion is of too great extent for the ends of the 
artery to be brought together afterwards, a length 
of the neighbouring vein may be introduced as a 
connecting channel. These are fascinating studies, 
and their sphere of usefulness will one day be 
great. 

September 30th, 1912. 


Nodding Spasm in Children.— Af Klercker 
reports a typical case of salaam spasm in a little 
girl between three and four. The nodding spasm 
developed at the age of two months, without known 
cause except digestive disturbance; there was no 
inherited taint. At first the symptoms were 
ordinary convulsions and spasm of the glottis but 
they gradually assumed the nodding type. This 
gradual onset was observed in a number of cases. 
He summarises fifteen others from the literature, 
and tabulates them for comparison. Treatment 
can only be along the lines as for epilepsy ; bromide 
is the main reliance, and he noted a favourable 
influence in his case and two other writers have 
mentioned the same, but Lange and Finkelstein 
have had a case each in which no benefit was 
apparent from bromide. The ultimate outcome was 
total idiocy in nearly all the cases on record and 
this may be anticipated within a few years. The 
earlier the nodding spasm develops, the graver the 
outlook. No case of actual recovery seems to be 
on record, but there maybe long intervals of freedom 
from the spasms, and they may in time assume 
more the character of epileptic seizures. No 
survival beyond seventeen is known. — Jonm. 
A.Af.A ., vol. lix, No. 10. 
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SIX CLINICAL LECTURES* 

ON 

THE DIAGNOSTIC VALUE OF 
SENSORY CHANGES IN DISEASES 
OF THE NERVOUS SYSTEM. 


By HENRY HEAD, M.D., F.R.C.P., F.R.S. 

Physician to the Hospital. 

I 


Lecture V. 


In the last lecture we followed the course of 
sensory impulses through the brain-stem to end in 
the optic thalamus. My demonstration to-day 
will be devoted to the changes produced by lesions 
in this organ. 

I need scarcely warn you that if the optic 
thalamus is totally destroyed the consequences on 
sensation resemble those due to a high mid-brain 
lesion ; for the sensory impulses are then inter¬ 
rupted before they have had time to exert their 
influence on the junction in the optic thalamus. 
When, therefore, we speak of a patient as an 
instance of 14 thalamic disease,” we mean that he 
shows certain symptoms and signs peculiar to 
lesions in this situation which do not destroy the 
whole organ. Let me begin by showing you such 
a patient. 


Case 8 . — Disease of the Optic Thalamus. 

Here is a young man, ret. 28 years, whose left 
leg was amputated at the age of fifteen for gan¬ 
grene, obviously due to vascular degeneration. 
On July 5th, 1906, he suddenly developed paralysis 
of the left arm and stump of the left leg. His 
vision was defective to the left, his hearing was 
diminished in the left ear and also a little in the 
right, and there was a considerable amount of 
loss of sensation over the whole of the left half of 
the body. 

He was admitted to the London Hospital the 
day after the stroke, and the paralysis and much 
of the loss of sensation passed off rapidly. Within 
at most two months he reached the condition in 
which you now see him. 

Notice, first of all, the curious athetoid move¬ 
ments of the left hand, which are liable to appear 

* Delivered at the London Hospital. 


Whenever he' is excited or when the hand is stimu¬ 
lated. The arm as a whole is spastic and rigid, 
but the fingers and wrist are hypotonic. They are 
not paralysed, but he canftot use his hand unless 
his eyes are fixed upon it, because of his want of 
knowledge of its position in space. 

All the deep reflexes on the left side are greatly 
increased, but the left abdominal reflex cannot be 
obtained. The cranial nerves are unaffected and 
the visual fields of normal extent. 

It is on the sensory side that the effects of the 
lesion are most manifest. He complains that the 
whole of the left half of the body and face “ feels 
stiff and painful as if it were in plaster.' 5 Sensi¬ 
bility to cotton-wool is obviously defective, and 
even pressure touches are not always appreciated. 
Moderate temperatures cause no sensation, and 
even if ice or water at 55° C. is used the discom¬ 
fort they produce is not called “ cold ” or u hot. 5 ’ 

The most intense disturbance is seen in the 
spacial group of sensory impulses. He is unable 
to find his left index with the normal hand, and 
cannot recognise the direction of any movement 
of the left arm carried out passively. All apprecia¬ 
tion of size, shape and weight is lost in the left 
hand, and the two points of the compasses cannot 
be discriminated. His power of localising the 
spot touched or pricked is also gravely affected, 
apart altogether from ignorance of the position of 
the limb in space. 

Associated with this gross loss of sensation is a 
peculiar over-response to all unpleasant stimuli. If 
he is pricked on the left half of his body or face 
he complains bitterly; when a pin is dragged 
lightly across the chest from the right to the 
left half he say “ it hurts more 55 as soon as it 
passes to the left of the middle line. The same 
pressure causes more discomfort on the affected 
half of his body, and ice or water at 55° C. evokes 
a more disagreeable sensation. 

This patient shows all the cardinal signs and 
symptoms that may accompany a lesion of the 
optic thalamus : 

(1) Transitory hemiplegia. 

(2) Involuntary movements. 

(3) Disturbance of cutaneous sensibility. 

(4) Loss of postural and spacial recognition. 

(5) Spontaneous pains and over-response to dis¬ 
agreeable or painful stimuli. 

Analysis of these five groups shows that some of 
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them are not directly due to interference with the 
functions of the optic thalamus. Thus the tran¬ 
sitory hemiplegia is obviously caused by disturb¬ 
ance of the neighbouring internal capsule (Fig. 16). 
The involuntary movements are probably due to 
the effect of the lesion on the activity of the red 
nucleus or the rubro-spinal tract. On the other 
hand, the loss of sensation and the gross defects of 
spacial recognition are due to interference with 
afferent impulses either soon after they have 
entered the optic thalamus or as they are passing 
away to the cortex (Fig. 16). 

So far we have explained all the signs and symp¬ 
toms which are present in this man except the 



Fig. 16.—A diagrammatic representation of the path of 
sensory impulses by the fillet to the optic thalamus. 
Thence they pass to the grey matter of the thalamus 
itself and to the cortex cerebri. The cortico-thalamic 
controlling path is shown passing from the cortex to 
the external nucleus of the optic thalamus. 

spontaneous pains and over-response to disagree¬ 
able or painful stimuli. This we believe to be due 
to the essential activity of the grey matter of the 
thalamus itself, and before considering these pheno¬ 
mena in closer detail I will call your attention to 
a second case of this condition ; let us see Jiow far 
she shows the phenomena we have studied in the 
young man. 

Case 9.— Disease of the Optic Thalamus . 

She is a woman, aet. 54 years, who was suddenly 
seized with unconsciousness in May, 1910. When 
she came to herself two days later the right arm 
and leg were weak and her speech was somewhat 


affected; during the eight weeks she was in bed 
power steadily returned, and ifi seven months she 
could walk and use her right hand to cut up her 
dinner. With the return of power slight in¬ 
voluntary movements began in the right hand, 

She is, as you see, a healthy-looking middle- 
aged woman ; she walks well, and although the 
grasp of her right hand is weaker than that of the 
left this is evidently due to the ataxia, and not to 
motor paralysis. 

The reflexes are unaltered and the functions of 
the cranial nerves show no abnormality. The fields 
of vision are normal. 

On turning to the sensory aspect, she is found to 
complain of severe pains in all parts of the body 
j and head to the right of the middle line. These 
| pains come on without obvious cause and are at 
times very severe. But, in contrast to the first 
patient I demonstrated to-day, she shows remarkably 
little loss of sensation ; cotton wool and thermal 
stimuli can be appreciated as well on one side as 
the other. The size and shape of test objects can 
be recognised equally well in her two hands; 
localisation and the power of distinguishing two 
points are unaffected. But knowledge of the 
position of her right arm and hand is not perfect, 
and recognition of passive movement is somewhat 
defective. 

I Here there is none of the gross loss of sensation 
we found in the first case. But the over-response 
to painful stimuli, such as a prick, is much greater ; 
in fact, it is so intense that she can scarcely bear to 
be pricked over the right hand or foot. Gentle 
tickling is actually more pleasant over the affected 
sole, but scraping with the finger-nails produces a 
violent withdrawal of the whole limb and expres¬ 
sions of extreme discomfort. 

So far she resembles the first patient in the 
nature of the reaction, though she greatly exceeds 
him in its intensity. But when we apply pleasant 
warmth such as that of my hand or temperatures 
between about 38° C. and 44 0 C., she asserts that 
they are actually more pleasant to the affected 
than to the normal palm. In this case it is not 
only disagreeable stimuli which produce an exces¬ 
sive response on the affected side, but also those 
which are pleasurable. 

In some cases it does not require a cutaneous 
stimulus to evoke this over-response on the affected 
half of the body but the noise of a train, or any 




410 The Clinical Journal. ] 


DR. HEAD. 


[Oct 2,1912. 


harsh sound, may greatly increase the pain and 
involuntary movement. The two halves of the 
body may even behave differently to mental states 
of pleasure or discomfort. 

Music is particularly liable to evoke a different 
reaction on the two halves of the body. In one of 
our patients the singing of a so-called comic song 
produces no effect, but good music will evoke such 
undue excitement on the abnormal half of the 
body that she is obliged to leave the room. 

A highly educated patient confessed that he had 
become more amorous since the attack, which had 
rendered the right half of his body more responsive 
to pleasant and unpleasant stimuli. “ I crave to 
place my right hand on the soft skin of a woman. 
It’s my right hand that wants the consolation. I 
seem to crave for sympathy on my right side.” 
Finally he added : “ My right hand seems to be 
more artistic.” 

So much for the symptoms and signs which may 
accompany disease in the optic thalamus. Before 
concluding this lecture let us consider shortly the 
reason for these remarkable phenomena. 

All sensory impulses end in the substance of the 
optic thalamus (Fig. 16); at this receptive juncture 
they undergo re grouping and pass away in two 
directions, on the one hand to the cortex, and on 
the other to the grey matter of the thalamus itself. 
This we believe to be the centre for the affective 
aspect of sensation, /. e . for the pleasure or discom¬ 
fort which accompanies the existence of most 
bodily sensations in consciousness. Conversely the 
so-called “sensory” cortex is the centre for the 
discriminative aspects of sensation, as we shall see 
more in detail in the next lecture. Thus sensory 
impulses, arriving at the receptive junction in the 
thalamus, can pass in two directions to evoke the 
two different aspects of sensation. 

But the aim of human development has been 
the control of these urgent, prepotent affective 
states by the more discriminative aspects of sen¬ 
sation. We therefore believe that the cortical 
centres exert a controlling influence over the activity 
of this essential thalamic centre; this belief is 
strengthened by the discovery of definite paths 
from the cortex which impinge upon the external 
nucleus of the optic thalamus. 

Now in order that the symptoms and signs we 
have studied to-day may make their appearance it 


is necessary that the influence of the cortex should 
be removed, and this can be brought about most 
effectively by destruction of the external nucleus. 
This nucleus is actually found to be the site of the 
lesion in these cases. In addition each case shows 
a different amount of additional change in the parts 
around. In some a great part of the receptive 
junction, the ending of the fillet is destroyed; 
these are the cases with gross loss of sensation. 
Others show coincident involvement of the internal 
capsule or other neighbouring parts. 

September 30 th, 1912. 


Skin Diseases in Relation to Heart Disease. 

— Clinical observation has convinced Walsh that a 
large number of chronic and recurrent skin eruptions 
are associated with disease of the heart, and that 
unsuspected organic heart trouble is comparatively 
common among patients attending a skin hospital. 
Prognosis in skin diseases largely depends on the 
state of the heart, therefore attention to the circu¬ 
lation is imperatively demanded in a large number 
of skin affections. The success or failure of much 
of skin therapeusis depends on the attention paid 
to the circulation. The circulatory inadequacy 
which determined the onset and duration of many 
chronic or recurrent skin eruptions might likewise 
affect internal organs. What is called “idiosyn¬ 
crasy” might in many cases simply describe a 
pathologic reaction, natural or acquired, to moderate 
traumatism. In this way the irregular incidence of 
trade and of drug eruptions might in many cases be 
explained, predisposition simply being another name 
for central cardiac inadequacy and disturbed 
balance of capillary circulation. In all cases of 
delayed healing or of chronic skin disease the state 
of the circulation should be carefully investigated. 
When it is proposed to administer any drug, such 
as mercury or arsenic, known to act as an organic 
irritant, the possession of a normal or a fully com¬ 
pensated central circulation should be regarded as 
a sine qua non . The delayed healing of wound 
and the persistence of inflammatory conditions, 
external or internal, often affords a clinical test of 
cardiac inadequacy more delicate than the shortness 
of breath, palpitation and other ordinary evidence 
described in the text-books. The dermatologist 
who wished to do justice to himself and his patients 
would have to keep a constant eye on the heart 
and its treatment in relation to diseases of the skin. 
—Journ. vol. lix, No. 10. 
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CLINICALIA. 

Extracted from the Clinical Journal. 

By F. W. LANGRIDGE, M.R.C.S., L.R.C.P. 

(Continued from p. 384.) 

(100) 

The City Dinner and the (Edematous Pile . 

Now we come to the commonest class of ex¬ 
ternal pile—the oedematous pile. The patient will 
say, “ I am very liable to this trouble*” And they 
will often voluntarily say, “ I do not know why it 
is, but sometimes I go two or three months or a 
year and have no trouble at all, and then a little 
indiscretion, an extra glass of champagne at dinner, 
or a lunch in the City, will bring the trouble back, 
so that I get a good deal of irritation about the 
rectum, and for the following few days I am in 
bad pain.” When you come to examine a patient 
who has given you this history, and assuming that 
he has had a little dinner in the City on a Monday 
night, and he appears on a Wednesday morning in 
your consulting room, this is what you find: I may 
say I know these cases by the way in which they 
walk into the consulting room and sit on the edge 
of the chair in a gingerly fashion. When you turn 
that patient up and examine him you will find 
around the anus a couple of swollen and oede¬ 
matous folds—I have seen them as big as pigeon’s 
eggs. They are nothing more than the normal 
anal folds distended with serum and oedematous, 
and very tender to the touch. 

# # * * 

Then again, about the City dinner. Fortunately 
most of us can dine and have a glass of wine and 
feel all the better for it. But there are some indi¬ 
viduals who, if they do that, next day feel very 
cheap; they drink half their bottle of tooth-water in 
the night, and wake up with a dry mouth, and 
that dry mouth is an indication of what is going on 
all the way down the alimentary canal, more or 
less, from top to bottom. 

(“ Some Points in Rectal Surgery,” by Harrison 
Cripps, F.K.C.S., ‘Clin. Journ.,’ vol. xxix, p. 401.) 

(101) 

The Upright Position one of the Causes of Piles . 


(internal haemorrhoids). And I say, “ Well, 
madam, since you ask me, in your case it is due to 
the way in which you go about. If you were to go 
about as Nature intended you to, like a monkey, 
you would not have these troubles at all; you were 
never meant to sit, but it was meant that that 
part of your body should be uppermost. You never 
see a cat or a monkey with piles, because the blood 
drains out of those parts to the more dependent 
positions.” Still, we must accept civilisation as we 
find it, and you cannot expect ladies to go about in 
that position. 

{Ibid.) 

(102) 

Bad Habits and Piles , 
or, 

Using the Water-closet as a Smoking Room. 

I think people with moderate-sized veins, if they 
take care of themselves, do not have piles. But 
some of these people in their young days cul¬ 
tivate piles by the way they go to the closet. 
Nothing is more pernicious than to do what many 
men do. When they go to the closet they first 
light a pipe, and then they get their newspaper, 
and there they sit with their veins quite un¬ 
supported. They have two or three whiffs, and 
then they read a paragraph or two, and then smoke 
again. Meanwhile the blood-pressure has free 
play, there is no support, and the sphincter is more 
or less open. In that way people who have veins 
with walls that are at all thin in a few years have 
a good crop of piles. So advise your patients and 
yourselves to use the closet for its proper purpose 
and not as a smoking-room. 

{Ibid.) 

(i°3) 

Always be suspicious of Chronic Hoarseness. 

Speaking of intrinsic cancer of the larynx, as 
regards the general practitioner, Mr. Tilley says : 
“ Let us assume that your patient is a middle-aged 
man suffering from an early phase of cancer in 
one of the vocal cords. Now it is more than 
probable that you will be the first one con¬ 
sulted in the matter, and almost certainly for a 
symptom which seems at first to be a very trivial 
matter, viz. persistent hoarseness or some marked 


Ladies, you know, are often very inquisitive, and 
they will sometimes say to me : “ Oh, do tell me, 

Mr. Cripps, what is the cause of these things ” j alteration in the voice. Your patient will not com- 
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plairi of any pain, difficulty in swallowing • nor 
cough, and to all outward appearances he may 
seem in excellent health. It is not at all unlikely 
he will venture the suggestion that the hoarseness is 
“ a touch of the gout,” or “ the remains of a cold,” 
and if you do not think for yourself you will be 
easily caught in this well-baited trap. This will be 
all the more likely if you are under the thumb of 
the Insurance Commissioners, who will administer 
an Act of Parliament which must inevitably place 
a big premium on the hurried treatment of sym¬ 
ptoms rather than encourage a careful and scientific 
examination of patients. 

So be on your guard, for it is at this stage that 
you, and you alone, may prove to be the salvation 
of your patient's life. You may forget all I tell you 
during the next hour if you will only remember 
what is the text of my sermon, viz. that persistent 
hoarseness in an adult is nearly always the first, 
and often for many months the only symptom of 
intrinsic cancer of the larynx, and I will explain in 
a moment what we mean by the term “ intrinsic.” 
Remembering this fact, it will be obvious that in 
the presence of such a symptom you must not 
let matters rest until a laryngoscopic examination 
has been made and the cause of the hoarseness 
determined. 

(“ Intrinsic Cancer of the Larynx: A Plea for 
Early Diagnosis and Treatment,” by Herbert 
Tilley, B.S., F.R.C.S., ‘Clin. Journ.,' vol. xl, p. 
22 .) 

(104) 

Pain and Cancer. 

At the risk of wearying you, I must again 
emphasise that the earliest and often for a long 
time the only symptom of intrinsic laryngeal 
cancer is hoarseness or some well-marked altera¬ 
tion of the ordinary voice. I implore you, gentle¬ 
men, to rid your minds of the idea that “ pain in 
the throat,” or “ pain shooting towards the ear,” 
or “pain or difficulty in swallowing” are signs 
of early cancer. One wishes that no mention 
of them was made in surgical text-books, for 
they are late symptoms, so terribly late that 
when they make their appearance the patient's 
chance of cure has probably gone, for the 
disease has then become extrinsic as well as in¬ 
trinsic, secondary deposits have probably taken 
place in the glands of the neck, and life can only 


be saved or prolonged by the mutilating operation 
of laryngectomy. 

{Ibid.) 

( 10 5 ) 

Persistent Diarrhaa in Elderly People . 

Now before I go any further in this case (one of 
malignant growth of the bowel) I want you all 
to take this statement to heart, never to forget it 
and always to act on it, namely : that when a patient 
about this age (fifty-three years), but otherwise 
healthy, consults you as to a persistent diarrhoea, 
you must never be satisfied to treat the symptom , 
but must not rest until the cause is discovered. 

(“ A Clinical Lecture,” by F. C. Wallis, F.R.C.S , 
‘Clin. Journ.,'vol. xxxv, p. 129.) 

( 106) 

Health and Habitation. 

It seems almost futile to tell you that sunlight 
and air are the necessary and proper surroundings 
of a house, and yet how often do we see, in the 
country, family seats buried in a hollow, surrounded 
by healthy air-blown hills, with garden paths 
covered with green, damp moss, even in the driest 
summer, and with shrubs and trees growing right 
up to the windows of the mansion. Our ancestors 
built their houses in a dell, partly for protection, 
but chiefly to get plenty of water. If for senti¬ 
mental reasons we cling to these old-fashioned 
dwellings, not one of which is provided with a 
damp-proof course to keep the wet of the ground 
from rising up the walls and through the tiled floors, 
we are courting disaster in the shape of more 
troubles than diphtheria. 

(“Diphtheria,” by F.M. Sandwith, M.D., F.R.C.P., 
‘Clin. Journ.,' vol. xxxv, p. 145.) 

(107) 

Where much is written , there little is known . 

I think it safe to assume that where much is 
written about a subject there is comparatively little 
known, that our views are in the nebulous stage, 
that the future world of knowledge is in the making, 
and further, to assert that it is only by much dis¬ 
cussion that we are at last enabled to arrive at a 
reasonably accurate appreciation of the essentials 
in the aetiology, pathology, or treatment of any 
disease. 

(“The Treatment of Acute Appendicitis,” by B. 
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G. A. Moynihan, M.S., F.R.C.S., ‘Clin. Journ.,’ 
vol. xxix, p. 410.) 

(108) 

Dressers’ Notes. 

If you look at the dresser’s notes about a patient 
after reading through a history of what his father 
and mother and grandfather and grandmother had, 
and what his great aunts died of, you at last come 
to the point. 

(“Fistula in Ano and Foreign Bodies in the 
Rectum/’ by Harrison Cripps, F.R.C.S., ‘ Clin. 
Journ.,’ vol. xxxv, p. 161.) 

(109) 

Foreign Bodies in the Rectum, 
or 

The Avaricious House-Surgeon . 

Here is another specimen. I do not quite know 
the history of it. This patient swallowed a half¬ 
penny one afternoon and next morning the house- 
surgeon on examining him extracted this halfpenny 
from the rectum. It had passed down without 
much trouble, but had been unable to pass the 
rectum. I think this was the case in which the 
house-surgeon got into trouble with the lay govern¬ 
ing body of the hospital. He was charged with 
having extracted a fee from an out-patient. But as 
the amount in dispute was small he thought he had 
better hand it over to the hospital authorities to 
avoid prosecution. 

(Ibid.) 

(no) 

(a) 

Neurasthenia v. Thyroid Insufficiency. 

Referring to the case of a patient who was suffer¬ 
ing from hypothyroidism, with rather indefinite 
symptoms, and who had been under the care of a 
“ G. P.” who could discover nothing beyond a per¬ 
sistently subnormal temperature, a slow pulse, and 
a urine which, though otherwise perfectly normal, 
was deficient in quantity and had a high specific 
gravity, Dr. Leonard Williams says: “ Now I con¬ 
sider it greatly to the doctor’s credit that he did 
not label the condition neurasthenic and propose 
some of the therapeutic abominations which are 
frequently committed in the name of this rather 
dubious entity. How I should myself have 


labelled it eighteen months ago I really cannot now 
pretend to say, but since I began to interest myself 
in the fascinations of internal glandular vagaries, I 
do not think I should have failed to correlate the 
premature baldness, the subnormal temperature, 
the slow pulse, the high specific gravity of the 
urine, and the frigid and calculated increase of the 
underwear.” 

w 

The Typical Text-book Case not often ?nei with in 
Actual Practice. 

Continuing, Dr. Williams says : “ He had 
admirable teeth, and his eyebrows, especially for a 
fair man, were excellent. I emphasise these facts 
because in the detection of thyroid insufficiency, 
as indeed in all diagnostic problems, you must not 
pay too much attention to negative findings. It is 
only in complete and pronounced myxoedema, and 
not always even then, that all the te^t-book symp¬ 
toms will appear. In the early stages of the 
disease or in the milder manifestations of inade¬ 
quacy you will often be puzzled by the absence of 
symptoms which you feel ought to be present if 
your diagnosis is to be justified.” 

(“ Some Aspects of Thyroid Insufficiency,” by 
Leonard Williams, M.D., M.R.C.P., ‘ Clin. Journ.,’ 
vol. xxxv, p. 167.) 

(ill) 

Marriage as an Acute Specific . 

But our friend (the patient referred to above) 
had not had an acute specific disease of any kind 
(a frequent precursor of thyroid inadequacy). 
How, then, are we to account for this apparently 
sudden dereliction of duty on the part of his 
thyroid gland ? We have seen that soon after 
marriage he began to put on flesh. This is at any 
rate suggestive, but there is another fact which is 
even more so. About a year after he was married 
he brought his wife to see me, and he told me 
incidentally that she was a very passionate woman. 
Now there is a recognised physiological antagonism 
between the thyroid and the testicle in the matter 
of their internal secretions, and I am inclined to 
believe that the thyroid, which, as evidenced by 
the patient’s premature baldness, had never been a 
particularly vigorous secreter, had become gradu¬ 
ally exhausted in its efforts to keep abreast of the 
increased testicular activity, and had finally become 
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sufficiently inactive to give rise to the symptoms of 
which the patient complained, and of which the 
exhibition of 2\ gr. of thyroid extract, three times 
daily, promptly relieved him. We must, therefore, 
remember to rank marriage among the acute 
specifics, at any rate, so far as its effect upon the 
thyroid gland is concerned. 

(Ibid.) 


(112) 

The Evolution of the Vegetarian . 

Now let us consider another everyday matter 
which is of interest in connection with the thyroid. 
I mean diet. You know that there are a large 
number of what we may call fancy dietaries before 
the public, and that most of their inventors hold that 
it is a cardinal physiological sin to take meat foods 
in any form. Dr. Chalmers Watson, of Edinburgh, 
has done some very important and interesting work 
showing that the effect of an exclusive flesh dietary 
on the thyroid gland of rats is, in the first instance, 
to stimulate the activities of the gland, but, if 
persisted in, to produce in the next generation such 
a degree of thyroid degeneracy that growth is 
stunted, bodily vigour reduced, and reproduction 
curtailed even to the point of disappearance. Now 
the effects of an exclusive meat diet are substantially 
the same in human beings as in rats. Our fore¬ 
fathers, more especially about the time of the 
Regency, were great meat-eaters, and the result of 
their excessive indulgence in meat foods is that 
their descendants of to-day are so contemptibly 
equipped in the matter of thyroid secretion, that 
not only are we seriously asked to believe that 
apple-pips and butter-milk constitute our only 
proper diet, but tonsils, appendices, and even large 
intestines have to be removed wholesale in order 
to introduce some sort of internal secretory balance 
into our debased and degenerate organisms. The 
dietetic sins of the fathers have, in very sooth, been 
visited upon the children. 

(Ibid.) 


(”3) 

Thyroid as a Cure for Vegetarianism. 

It is, of course, much better that good people 
who preach these doctrines, who are degenerates 
through no fault of their own, should live on pap 
and nuts rather than suffer the various ills which 
an ordinary man’s diet seems to impose upon 


j them, but that is no reason why those of us who 
are net degenerates should permit their ridiculous 
claims to go unchallenged and the reasons for 
these claims unexposed. If you will examine im¬ 
partially into the matter you will have no difficulty 
in convincing yourselves that the people who are 
unable to eat meat with impunity are all of them 
possessed of a very large number of the stigmata of 
; thyroid insufficiency, and you will also find that the 
exhibition of small doses of thyroid will invariably 
I enable such people to deal with meat foods without 
any unpleasant consequences, 
i # # * * 

j And this is not very surprising when we re- 
| member the importance which all who have studied 
| the question attach to the metabolic function of the 
thyroid gland. The depressed or degenerate gland 
| is unable to deal w r ith meat foods; the metabolism 
of these foods is consequently imperfect, and their 
ingestion, except in very restricted quantities, gives 
rise to symptoms. The rational line to adopt 
; under these circumstances is not that of imposing 
, upon such people the emasculating diet which is 
proper to babes and apes, which, though it may 
deliver them from their pains, does nothing to pro¬ 
mote the tonic harmony of their internal secretions 
upon which so much depends, but to prescribe the 
reinforcement of the natural thyroid by the artificial, 
to the end that the patient’s internal economy may 
| once more become that of a man instead of approx i- 
i mating to that of a squirrel. 

(Ibid.) 

("4) 

Thyroid as a Cure for Corns. 

\ I was first brought to associate these anti-meat 
people with thyroid inadequacy by a rather curious 
, incident. One of the chief apostles of the virtues 
I of meat-free foods explained to me some years ago 
the reasons which led him to adopt this kind of diet, 
and he assured me in conclusion that the diet had 
not only delivered him from his arch enemy, but 
had incidentally cured him of his corns. I regarded 
| this statement at the time as one of the exaggera¬ 
tions in which converts in their fanaticism are liable 
to indulge, and thought no more about the matter. 
When, some months ago, I began seriously to study 
i the question of thyroid insufficiency, I tried the 
effect of thyroid extract on my own person, and 
continued to take it to the point of intolerance. 
Now, amongst the effects which it produced upon 
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me—rand they were many and interesting—was that 
of causing the entire disappearance of some corns 
and callosities with which, up to that time, I j 
had been occasionally troubled. I then recalled ■ 
the statement to which I have just referred about i 
the effect of a meat-free dietary, and I have since ] 
been able to convince myself that the meat-free j 
feeders, when they are not mere cranks and faddists, ! 
are all of them the subjects of very definite thyroid 
inadequacy. 

(Ibid.) 

(”5) 

The -Etiological Trinity . 

The second patient, who is only aet. 37 years, | 
presents a contrasting picture of a very striking 
kind. He is a fireman, who has suffered from 
specific disease, and who has indulged very freely in 
alcohol. *• Wine, women and work ” have exacted ' 
from him, at a very early age, a serious penalty. 
His arteries are thickened and tortuous, his liver 
dulness is diminished, he has a mild albuminuria 
with a persistent low specific gravity of his urine, 
and there is pronounced hypertrophy of his left 
ventricle. 

(“A Clinical Demonstration,” by Guthrie I 
Rankin, M.D., F.R.C.P., ‘Clin. Journ.,’ vol. xl, j 
p. n.) 1 

(n6) 

Significance of Albuminuria. 

The existence of albumen in the urine is an 
occurrence which is in some instances regarded 
much too seriously and in others made too light j 
of. In every instance it ought to be considered j 
in its relationship to the accompanying evidences 
of disease and not put upon the pedestal of being j 

a disease of itself. i 

(Ibid.) ! 

(117) ; 

There is but a Single Layer of Epithelium between , 

us and Death . 

I do not know whether you have thought of the 
importance of a single layer of epithelium to the 
human being, but the single layer of epithelium 
which lines the alimentary tract and the tubular 
glands is all that intervenes between the bacterial 
contents of the intestine and the venous and lym¬ 
phatic circulation. As long as that single layer of 


epithelium is intact you are safe, but as soon as 
that single layer of epithelium is destroyed then a 
bacterial invasion of the veins and lymphatics 
begins and a dangerous condition supervenes. 

(“ A Vermiform Appendix which looking 
Healthy may be Diseased,” by C. B. Lockwood, 
F.R.C.S., ‘Clin. Journ.,’ vol. xxxv, p. 177.) 

(118) 

Beivare of drawing General Conclusions from 
Particular Instances . 

Mr. Lockwood, referring to a case in which he 
had removed from a lady an appendix, which, 
although to the naked eye appearing perfectly 
normal, was found on further examination to have 
its lumen distended with faecal contents, and its 
walls in places reduced to merely a thin layer of 
peritoneum, which was all that intervened between 
its septic contents and the general peritoneal cavity, 
goes on to say : “ That is a very striking instance 
of the dangerous condition in which an apparently 
normal appendix may be. I could tell you of 
additional cases in which the appendix looked 
normal and yet was dangerously diseased. Perhaps 
I ought to mention a few others to you, otherwise 
you may accuse me of falling into the trap into 
which medical men often fall, of drawing general 
conclusions from particular instances.” 

(Ibid.) 

(119) 

Think not Lightly of an Appendicectomy . 

Mr. Lockwood, commenting on the case of a 
woman who was pregnant, in whom he declined to 
make a positive diagnosis of appendicitis, although 
at the operation a chronically inflamed appendix 
was found, says : “ So I think the removal of that 
appendix was fully justified, although the operation 
unexpectedly proved to be of a most arduous 
description. And I warn you to never assume 
that an appendix operation is going to be an easy 
one. They often turn out to be the most difficult 
and embarrassing operations in the whole of 
surgery. If an anaesthetist is asked to come to a 
‘simple appendicectomy’ he smiles, and makes 
arrangements to devote a considerable portion of 
his time to it.” 

(Ibid.) 



416 The Clinical Journal. ] CL1NICALIA, [Oct* 2,1912. 


( 120 ) 

Eclampsia and Text-book “ Lucidity” 

This (eclampsia) is a most fascinating subject 
for discussion, but if I attempt to discuss it with 
you after the manner of the up-to-date text-book I 
shall confuse and perplex you hopelessly. 

(“ Eclampsia in its Physiological Aspect,” by 
H. Oliphant Nicholson, M.D., F.R.C.P.E., ‘Clin. 
Journ.,’ vol. xxxv, p. 182.) 

(121) 

The Naso-pharynx as a Market-place . 

To many the naso-pharynx only suggests the 
region in which adenoids grow, but of recent years 
it has become increasingly realised that its import¬ 
ance is much more far-reaching. When it is con¬ 
sidered that it is the spot into which so many 
passages open, like a market-place or square where 
many of the main streets of the town meet, it 
stands out prominently as the anatomical region in 
the body more exposed to various infections than 
almost any other part. It is thus, therefore, that 
the naso-pharynx must be regarded if we wish to 
understand it and to appreciate it thoroughly and 
properly. Once this fact is realised a large field 
is opened up to the practitioner and especially to 
the student of preventive medicine, still more to 
those who study the preventive medicine of the 
child. The conditions to be found in it are often 
of sufficient menace to the adult: to the child 
they mean the alteration of his whole life for good 
or ill. The sooner this is fully and universally 
recognised the better it will be for future genera¬ 
tions. If we take the ear and its function—the 
most valuable of the senses, from an educational 
point of view, even more important than that of 
vision—the enormous importance to the child of 
naso-pharyngeal conditions cannot be overlooked, 
and yet that is only a part of its influence. For 
several years I have been at work in the deaf 
schools of the London County Council, and during 
that time I have had ample opportunity to observe 
those of the pupils who are the victims of acquired 
deafness. A great number of these cases are the 
subject of neglected ear disease, a condition which 
often owes its origin to naso-pharyngeal disorder, 

and once thus started is kept up by it. 

* # # * 

All or many of these conditions (naso-pharyn- 


gitis, resulting from infection propagated from the 
nasal passages, the mouth, septic tonsils, the 
digestive or respiratory tracts) may be reversed, 
and an infection originating in the naso-pharynx 
itself may be conveyed to other parts, just as a 
crowd may assemble in the market-place from the 
roads leading into it, or may be dispersed from it 
into the same streets. 

(“The Naso-Pharynx and its Relation to other 
Regions,” by Macleod Yearsley, F.R.C.S., ‘Clin. 
Journ.,' vol. xxxix, p. 377.) 

(122) 

Significance of Rigors . 

Another point is the occurrence of rigors. 
These when frequently repeated are less character¬ 
istic of a general infection of the blood than of a 
local infection under some condition of pressure. 
When the pressure rises some absorption of toxin 
apparently takes place through the wall bounding 
the abscess cavity, and this produces the rigor and 
the sudden rise of temperature. 

(“Acute Pyelitis,” by W. P. Herringham, M.D., 
F.R.C.P., ‘Clin. Journ.,’ vol. xxxv, p. 241.) 

(123) 

Cystitis in the Female . 

Curable cystitis in the female is tantamount to 
infection from below—by way of the urethra. 
Obstinate cystitis is nearly always due to infection 
from above—by way of the ureter. 

(“ Diseases simulating Cystitis in the Female,” 
by Hurry Fenwick, F.R.C.S.Eng,, ‘ Clin. Journ.,’ 
vol. xxxv, p. 257.) 

(124) 

Ureteric or Vesical Calculus 1 

Now it is a fact which has long since been 
accepted that a stone lodged in the ureter just 
near the bladder evokes all the symptoms of stone 
in the bladder, in addition to those symptoms 
which arise in the kidney from ureteric obstruction. 
There is the same frequency of micturition, the 
same tenesmus, the same meatal pain in juxta- 
vesical ureteric stone as in vesical stone. 

{Ibid.) 
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